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8§114-24-1. General.

1.1. Scope. -- The purpose of this rule is tuvjgle for the reasonable standardization of
coverage and simplification of terms and benefitsledicare supplement policies; to facilitate
public understanding and comparisor-of-stiEsepolicies; to eliminate provisions contained in
stiehthesepolicies which may be misleading or confusingamgection with the purchase of
stehthesepolicies or with the settlement of claims; angbtovide for full disclosures in the sale
of accident and sickness insurance coverages sompeeligible for Medicare. This rule is based
on the National Association of Insurance Commissisii'Model Regulation to Implement the
NAIC Medicare Supplement Insurance Minimum Stansdiddel Act " (Model 651), as
amended in 2008.

1.2. Authority. -- W. Va. Code 8833-28-5b, 33:2-and 33-16-3d.

1.3. Filing Date. -- June 29, 20009.

1.4. Effective Date. -- July 1, 2009.

1.5. Applicability. -- This emergency rule amsntfest Virginia 114CSR24 "Medicare

Supplement Insurance" filed Aprit-16,-2008, 2006and effective on Apri-16,-26024, 2006
Except as otherwise specifically provided, thigrstall apply to:

a. All Medicare supplement policies deliveredssued for delivery in this state
or which are otherwise subject to the jurisdictodrthis state on or after the effective date hereof
and

b. All certificates issued under group Medicarp@ament policies, which
certificates have been delivered or issued fowvdgfiin this state.

c. This rule shall not apply to a policy or cowtraf one or more employers or
labor organizations, or of the trustees of a fustdldished by one or more employers or labor
organizations, or a combination thereof, for empbs/or former employees, or a combination
thereof, or for members or former members, or alipation thereof, of the labor organizations

8114-24-2. Definitions.
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2.1. “Applicant” means:

a. In the case of an individual Medicare supplenpeticy, the person who seeks
to contract for insurance benefits, and

b. In the case of a group Medicare supplementypadine proposed certificate
holder.

2.2. “Bankruptcy” means when a Medicare Advantaggnization that is not an issuer
has filed, or has had filed against it, a petifiondeclaration of bankruptcy and has ceased doing
business in the state.

2.3. “Certificate” means any certificate deliverdssued for delivery in this state under
a group Medicare supplement policy.

2.4. “Certificate Form” means the form on whicle gertificate is delivered or issued for
delivery by the issuer.

2.5. “Continuous period of creditable coverage’amethe period during which an
individual was covered by creditable coverageuiinny the period of the coverage the individual
had no breaks in coverage greater than sixty-t{f@&edays.

2.6. “Creditable coverage” means:

a. With respect to an individual, coverage ofittdevidual provided under any of
the following:

1. A group health plan;
2. Health insurance coverage,;
3. Part A or Part B of Title XVIII of the SociakSurity Act (Medicare);

4. Title XIX of the Social Security Act (Medicaid)ther than coverage
consisting solely of benefits under section 1928;

5. Chapter 55 of Title 10 United States Code (CHAM);

6. A medical care program of the Indian Healthvi&eror of a tribal
organization;

7. A State health benefits risk pool;
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8. A health plan offered under chapter 89 of Tatldnited States Code
(Federal Employees Health Benefits Program);

9. A public health plan as defined in federal tagan; and
10. A health benefit plan under Section 5(e) efeace Corps Act (22
United States Code 2504(e)).
b. “Creditable coverage” shall not include onerarre, or any combination of,
the following:

1. Coverage only for accident or disability incomgurance, or any
combination thereof;

2. Coverage issued as a supplement to liabilgyrance;

3. Liability insurance, including general liabflinsurance and
automobile liability insurance;

4. Workers’ compensation or similar insurance;
5. Automobile medical payment insurance,;

6. Credit-only insurance;

7. Coverage for on-site medical clinics; and

8. Other similar insurance coverage, specifiei@deral regulations,
under which benefits for medical care are secondamycidental to other insurance benefits.

c. “Creditable coverage” shall not include thddwaling benefits if they are
provided under a separate policy, certificate atiaet of insurance or are otherwise not an
integral part of the plan:

1. Limited scope dental or vision benefits;

2. Benefits for long-term care, nursing home chome health care,
community-based care, or any combination thereuaf; a

3. SuehotheOthersimilar, limited benefits as are specified in fiede
regulations.

d. “Creditable coverage” shall not include thddwaing benefits if offered as

Page 4



Title 114, Series 24
Emergency Rule
I nsurance Commissioner

independent, non-coordinated benefits:
1. Coverage only for a specified disease or ilnasd
2. Hospital indemnity or other fixed indemnity umance.

e. “Creditable coverage” shall not include thédwing if it is offered as a
separate policy, certificate or contract of inseean

1. Medicare supplemental health insurance asetkfimder section
1882(g)(1) of the Social Security Act;

2. Coverage supplemental to the coverage prowidddr Chapter 55 of
Title 10, United States Code; and

3. Similar supplemental coverage provided to cagemnder a group
health plan.

2.7. "Commissioner” means the Insurance Commissiohthe State of West Virginia.

2.8. “Employee welfare benefit plan” means a pfand or program of employee
benefits as defined in 29 U.S.C. Section 1002 (Byg# Retirement Income Security Act).

2.9. “Insolvency” means when an issuer, licensetiansact the business of insurance in
this state, has had a final order of liquidatioteesd against it with a finding of insolvency by a
court of competent jurisdiction in the issuer'sstaf domicile.

2.10. “Issuer’” means dnsurance company, fraternal benefit society,thezdre service
plan, health maintenance organization, or any aghéty delivering or issuing for delivery in
this state Medicare supplement policies or cediés.

2.11. “Medicare” means the "Health Insurance lier Aged Act," Title XVIII of the
Social Security Amendments of 1965, as then catetitor later amended.

2.12. “Medicare Advantage plan” means a plan eecage for health benefits under
Medicare Part C as defined in 42 U.S.C. 1395w-2&fband includes:

a. Coordinated care plans which provide health sarvices, including but not
limited to health maintenance organization planigh(ar without a point-of-service option),
plans offered by provider-sponsored organizatians, preferred provider organization plans;

b. Medical savings account plans coupled withrgrdaution into a Medicare
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Advantage plan medical savings account; and
c. Medicare Advantage private fee-for-service plan

2.13. “Medicare Supplement Policy” means a groupmdividual policy of accident and
sickness insurance or a subscriber contract ofitabsimd medical service associations or
corporations or health maintenance organizatioferahan a policy issued pursuant to a
contract under Section 1876 of the federal Socal8ty Act (42 U.S.C. Section 1395 et seq.)
or an issued policy under a demonstration projeetiéied in 42 U.S.C. 81395ss(g)(1), which is
advertised, marketed or designed primarily as plsapent to reimbursements under Medicare
for the hospital, medical or surgical expensesar§pns eligible for Medicare. “Medicare
supplement policy” does not include Medicare Adegetplans established under Medicare Part
C, Outpatient Prescription Drug plans establishedeu Medicare Part D, or any Health Care
Prepayment Plan (HCPP) that provides benefits jpntso an agreement under 81833(a)(1)(A)
of the Social Security Act.

2.14. “Pre-Standardized Medicare supplement bepkiit,” “Pre-Standardized benefit
plan” or “Pre-Standardized plan” means a groumpdividual policy of Medicare supplement
insurance issued prior to August 5, 1991.

2.15. “1990 Standardized Medicare supplement beplefin,” “1990 Standardized benefit
plan” or “1990 plan” means a group or individualipp of Medicare supplement insurance
issued on or after August 5, 1991 and with an &ffeclate for coverage prior to June 1, 2010
and includes Medicare supplement insurance polamnescertificates renewed on or after that
date which are not replaced by the issuer at tineerst of the insured.

2.16. “2010 Standardized Medicare supplement litguiah,” “2010 Standardized
benefit plan” or “2010 plan” means a group or indiial policy of Medicare supplement
insurance with an effective date for coverage oaftar June 1, 2010.

23417, “Policy Form” means the form on which the polisydelivered or issued for
delivery by the issuer.

24518 “Secretary” means the Secretary of the UnitedeStDepartment of Health and
Human Services.

§114-24-3. Policy Definitionsand Terms.
3.1. No policy or certificate may be advertisaalicsted or issued for delivery in this

state as a Medicare supplement policy or certéicatiess—stcthatpolicy or certificate contains
definitions or terms which conform to the requirertseof this section.
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3.2. "Accident," "Accidental Injury," or "Accideat Means" shall be defined to employ
"result" language and shall not include words wtastablish an accidental means test or use
words such as "external, violent, visible woundsSimilar words of description or
characterization.

a. The definition shall not be more restrictivarththe following: "Injury or
injuries for which benefits are provided means @egtal bodily injury sustained by the insured
person which is the direct result of an accidemdependent of disease or bodily infirmity or any
other cause, and occurs while insurance coveragdaosce."

b. -SuehThedefinition may provide that injuries shall not limde injuries for
which benefits are provided or available underanykers' compensation, employer's liability or
similar law, or motor vehicle no-fault plan, unlgsehibited by law.

3.3. "Benefit Period" or "Medicare Benefit Perictall not be defined more restrictively
than as defined in the Medicare program.

3.4. "Convalescent Nursing Home," "Extended Ca@lify," or "Skilled Nursing
Facility" shall not be defined more restrictivehah as defined in the Medicare program.

3.5. "Health Care Expenses" means, for purposssation 12, expenses of health
maintenance organizations associated with the elgliof health care services, which expenses
are analogous to incurred losses of insurers.

3.6. "Hospital" may be defined in relation tostatus, facilities and available services or
to reflect its accreditation by the Joint Commissom Accreditation of Hospitals, but not more
restrictively than as defined in the Medicare paogr

3.7. "Medicare" shall be defined in the policy amdtificate. Medicare may be
substantially defined as "The Health InsuranceHlerAged Act, Title XVIII of the Social
Security Amendments of 1965 as Then Constitutdcater Amended,” or "Title |, Part | of
Public Law 89-97, as Enacted by the Eighty-Nintm@ess of the United States of America and
popularly known as the Health Insurance for thedd\get, as then constituted and any later
amendments or substitutes thereof," or words ofl@inmport.

3.8. "Medicare Eligible Expenses" shall mean espsrof the kinds covered by
Medicare Parts A and B, to the extent recognize@asonable and medically necessary by
Medicare.

3.9. "Physician” shall not be defined more resitrety than as defined in the Medicare
program.
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3.10. "Sickness" shall not be defined to be mestrictive than the following: "Sickness
means illness or disease of an insured person Vilnstimanifests itself after the effective date
of insurance and while the insurance is in forceiie definition may be further modified to
exclude sicknesses or diseases for which beneéitgravided under any workers' compensation,
occupational disease, employer's liability or samiaw.

§114-24-4. Policy Provisions.

4.1. Except for permitted preexisting conditioauses as described in subdivision a of
subsection 5.2 and subdivision a of subsectiorbtRis rule, no policy or certificate may be
advertised, solicited or issued for delivery irsthtate as a Medicare supplement poliey+-such
the policy or certificate contains limitations or edslons on coverage that are more restrictive
than those of Medicare.

4.2. No Medicare supplement policy or certificatay use waivers to exclude, limit or
reduce coverage or benefits for specifically namredescribed preexisting diseases or physical
conditions.

4.3. No Medicare supplement policy or certificatéorce in the state shall contain
benefits which duplicate benefits provided by Mede

4.4. Subject to subdivisions d, e and g, subse&id of this rule, and subdivisions d and
e, subsection 6.2 of this rule, a Medicare suppierpelicy with benefits for outpatient
prescription drugs in existence prior to Januar®QD6 shall be renewed for current
policyholders who do not enroll in Part D at theiop of the policyholder.

a. A Medicare supplement policy with benefits dotpatient prescription drugs
shall not be issued after December 31, 2005.

b. After December 31, 2005, a Medicare supplemelty with benefits for
outpatient prescription drugs may not be renewgat #fe policyholder enrolls in Medicare Part
D unless:

c. The policy is modified to eliminate outpatigmescription coverage for
expenses of outpatient prescription drugs incuafezt the effective date of the individual’s
coverage under a Part D plan and,

d. Premiums are adjusted to reflect the elimimatiboutpatient prescription drug
coverage at the time of Medicare Part D enrollmaatpunting for any claims paid, if
applicable.

8114-24-5. Minimum Benefit Standardsfor Pre-Standardized M edicar e Supplement
Benefit Plan Policiesor Certificates Issued for Delivery Prior to August 5,
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1991.

5.1. No policy or certificate may be advertisaalicsted or issued for delivery in this
state as a Medicare supplement policy or certdicatless it meets or exceeds the minimum
standards set forth in this section. These arénmim standards and do not preclude the
inclusion of other provisions or benefits which ag inconsistent with these standards.

5.2. General Standards. -- The following stadslapply to Medicare supplement
policies and certificates and are in addition te#ler requirements of this rule.

a. A Medicare supplement policy or certificatelshat exclude or limit benefits
for losses incurred more than six (6) months fromeffective date of coverage because it
involved a preexisting condition. The policy ortdecate shall not define a preexisting
condition more restrictively than a condition fohieh medical advice was given or treatment
was recommended by or received from a physiciahingix (6) months before the effective
date of coverage.

b. A Medicare supplement policy or certificatelshat indemnify against losses
resulting from sickness on a different basis tlemsés resulting from accidents.

c. A Medicare supplement policy or certificatelspeovide that benefits
designed to cover cost sharing amounts under Medwdl be changed automatically to
coincide with any changes in the applicable Medicductible;amountamdpayment
percentagefactoim coinsurance amount$remium modifications to correspondte-stiutse
changes are permissible subject to prior approvillescommitssiore€ommissioner Any-steh
proposed premium modifications shall be filed wilb-eemmissiere€ommissionem
compliance with procedures applicable to accidedtsickness filings generally and with other
applicable sections of this rule.

d. A "noncancellable," "guaranteed renewable;'honcancellable and
guaranteed renewable" Medicare supplement polialf sbt:

1. provideProvidefor termination of coverage of a spouse solelyabse
of the occurrence of an event specified for tertnomeof coverage of the insured, other than the
nonpayment of premium; or

2. beBe canceled or nonrenewed by the issuer solely ogrimends of
deterioration of health.
e. Except as authorized by the-eemmisstoBemmissioneran issuer shall
neither cancel nor nonrenew a Medicare supplemaitypor certificate for any reason other
than nonpayment of premium or material misrepredmt.
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1. If a group Medicare supplement insurance posdgrminated by the
group policyholder and not replaced as provideparagraph 3 of this subdivision, the issuer
shall offer certificate holders an individual Medlie supplement policy. The issuer shall offer
the certificate holder at least the following clesc

A. anAn individual Medicare supplement policy currentlyeséd
by the issuer having comparable benefits to thosgamed in the terminated group Medicare
supplement policy; and

B. anAn individual Medicare supplement policy which prossd
only stehthe benefits as are required to meet the minimum stalsdas defined in subsection 6.3
of this rule.

2. If membership in a group is terminated, theesshall:

A. offer Offer the certificate holdetr-sttche conversion
opportunities-as—argescribed in paragraph 1 of this subdivision; or

B. -atAt the option of the group policyholder, offer thetdeate
holder continuation of coverage under the groujxcpol

3. If a group Medicare supplement policy is repthby another group
Medicare supplement policy purchased by the sarheypolder, the issuer of the replacement
policy shall offer coverage to all persons covearader the old group policy on its date of
termination. Coverage under the new group pol@flsot result in any exclusion for
preexisting conditions that would have been coveratkr the group policy being replaced.

f. Termination of a Medicare supplement policycertificate shall be without
prejudice to any continuous loss which commenceitevihe policy was in force, but the
extension of benefits beyond the period during Whie policy was in force may be predicated
upon the continuous total disability of the insyredited to the duration of the policy benefit
period, if any, or to payment of the maximum beisefReceipt of Medicare Part D benefits will
not be considered in determining a continuous loss.

g. If a Medicare supplement policy eliminates atpatient prescription drug
benefit as a result of requirements imposed byadicare Prescription Drug, Improvement,
and Modernization Act of 2003, the modified polgtyall be deemed to satisfy the guaranteed
renewal requirements of this subsection.

5.3. Minimum Benefit Standards.

a. Coverage of Part A Medicare eligible expense$idspitalization to the extent
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not covered by Medicare from the 61st day throighd0th day in any Medicare benefit period,;

b. Coverage for either all or none of the Medid2agt A inpatient hospital
deductible amount;

c. Coverage of Part A Medicare eligible expengearred as daily hospital
charges during use of Medicare's lifetime hosppatient reserve days;

d. Upon exhaustion of all Medicare hospital inpaticoverage including the
lifetime reserve days, coverage of ninety perc@04) of all Medicare Part A eligible expenses
for hospitalization not covered by Medicare subjed lifetime maximum benefit of an
additional 365 days;

e. Coverage under Medicare Part A for the readeralst of the first three (3)
pints of blood (or equivalent quantities of packed blood cells, as defined under federal
regulations) unless replaced in accordance witbriddegulations or already paid for under Part
B;

f. Coverage for the coinsurance amount, or irckee of hospital outpatient
department services paid under a prospective paysystem, the copayment amount, of
Medicare eligible expenses under Part B regardiEbsspital confinement, subject to a
maximum calendar year out-of-pocket amount equtiiedMedicare Part B deductible [$100];

g. Effective January 1, 1990, coverage under Medi€art B for the reasonable
cost of the first three (3) pints of blood (or edalent quantities of packed red blood cells, as
defined under federal regulations), unless replat@dcordance with federal regulations or
already paid for under Part A, subject to the Maiadeductible amount.

8114-24-6. Benefit Standardsfor 1990 Standardized M edicar e Supplement Benefit
Plan Policies or Certificates | ssued erDetivered-for Delivery on or After
August 5, 1991 and with an Effective Date for Coverage Prior to June 1,
2010.

6.1. The standards set forth in this section ppi@able to all Medicare supplement
policies or certificates delivered or issued folivay in this state on or after August 5, 1991 and
with an effective date of coverage prior to Jun2d1,Q No policy or certificate may be
advertised, solicited, delivered or issued forly in this state as a Medicare supplement
policy or certificate unless it complies with thdsnefit standards.

6.2. General Standards. -- The following stadsl@pply to Medicare supplement
policies and certificates and are in addition te#ler requirements of this rule.
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a. A Medicare supplement policy or certificatelshat exclude or limit benefits
for losses incurred more than six (6) months fromeffective date of coverage because it
involved a preexisting condition. The policy ortdecate may not define a preexisting condition
more restrictively than a condition for which mediadvice was given or treatment was
recommended by or received from a physician wiixn(6) months before the effective date of
coverage.

b. A Medicare supplement policy or certificatelshat indemnify against losses
resulting from sickness on a different basis tlemsés resulting from accidents.

c. A Medicare supplement policy or certificatelspeovide that benefits
designed to cover cost sharing amounts under Medwdl be changed automatically to
coincide with any changes in the applicable Mediceductible;amountamdpayment
percentagefactoim coinsurance amount$remium modifications to correspondte-stiudse
changes are permissible subject to prior approvillescommitssiore€ommissioner Any-steh
proposed premium modifications shall be filed wilik-eemmissiere€ommissionem
compliance with procedures applicable to accidedtsickness filings generally and with other
applicable sections of this rule.

d. No Medicare supplement policy or certificatalsprovide for termination of
coverage of a spouse solely because of the ocoeradran event specified for termination of
coverage of the insured, other than the nonpayofgmemium.

e. Each Medicare supplement policy shall be guaeahrenewable.

1. The issuer shall not cancel or nonrenew theyeblely on the ground
of health status of the individual; and

2. The issuer shall not cancel or nonrenew thieyp@br any reason other
than nonpayment of premium or material misrepredmt.

3. If the Medicare supplement policy is terminabgdhe group
policyholder and is not replaced as provided upadeagraph 5 of this subdivision, the issuer
shall offer certificate holders an individual Medlie supplement policy which (at the option of
the certificate holder):

A. Provides for continuation of the benefits cam¢al in the group
policy, or

B. Provides forstuchenefits-aghatotherwise meet the
requirements of this subsection.
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4. If an individual is a certificate holder in eogp Medicare supplement
policy and the individual terminates membershithie group, the issuer shall

A. Offer the certificate holder the conversion ogpnity
described in paragraph 3 of this subdivision, or

B. At the option of the group policyholder, oftbe certificate
holder continuation of coverage under the groujxcpol

5. If a group Medicare supplement policy is repthby another group
Medicare supplement policy purchased by the sarheypolder, the issuer of the replacement
policy shall offer coverage to all persons covarader the old group policy on its date of
termination. Coverage under the new policy shaillrasult in any exclusion for preexisting
conditions that would have been covered under tbepgpolicy being replaced.

6. If a Medicare supplement policy eliminates atpatient prescription
drug benefit as a result of requirements imposethéWedicare Prescription Drug,
Improvement and Modernization Act of 2003, the nfiedipolicy shall be deemed to satisfy the
guaranteed renewal requirements of this subdivision

f. Termination of a Medicare supplement policycertificate shall be without
prejudice to any continuous loss which commenceitevihe policy was in force, but the
extension of benefits beyond the period during Whie policy was in force may be conditioned
upon the continuous total disability of the insyradited to the duration of the policy benefit
period, if any, or to payment of the maximum beisefReceipt of Medicare Part D benefits will
not be considered in determining a continuous loss.

g. 1. A Medicare supplement policy or certificate shpathvide that benefits and
premiums under the policy or certificate shall bspended at the request of the policyholder or
certificate holder for the period (not to exceeerty-four (24) months) in which the
policyholder or certificate holder has applied &md is determined to be entitled to medical
assistance under Title XIX of the Social Securitt,Adut only if the policyholder or certificate
holder notifies the issuer efsttte policy or certificate within ninety (90) days aftbe date the
individual becomes entitled te-suaksistance.

12. If stehsuspension occurs and if the policyholder or fieatie holder
loses entitlement te-suchedical assistance;—stitte policy or certificate shall be automatically
reinstituted (effective as of the date of termioatof-stetentittement) as of the termination of
stiehentitlement if the policyholder or certificate Hel provides notice of loss efstch
entitlement within ninety (90) days after the datstehloss and pays the premium attributable
to the period, effective as of the date of termorabf-stehentitlement.
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23. Each Medicare supplement policy shall providd tienefits and
premiums under the policy shall be suspended If@period provided by federal regulation) at
the request of the policyholder if the policyholieentitled to benefits under Section 226(b) of
the Social Security Act and is covered under agtoealth plan (as defined in Section 1862
(b)(1)(A)(v) of the Social Security Act). If sugpsaon occurs and if the policyholder or
certificate holder loses coverage under the gragith plan, the policy shall be automatically
reinstituted (effective as of the date of lossfarage) if the policyholder provides notice of
loss of coverage within ninety (90) days afterdlaée of-stehoss and pays the premium
attributable to the period, effective as of theedattermination of entitlement.

34. Reinstitution ofstclboverages as described in paragraphs 2 and 3

A. Shall not provide for any waiting period witbspect to
treatment of preexisting conditions;

B. Shall provide for resumption of coverage tlsagubstantially
equivalent to coverage in effect before the datsuehsuspension. If the suspended Medicare
supplement policy provided coverage for outpatpascription drugs, reinstitution of the policy
for Medicare Part D enrollees shall be without cage for outpatient prescription drugs and
shall otherwise provide substantially equivalentazage to the coverage in effect before the date
of suspension; and

C. Shall provide for classification of premiumsterms at least as
favorable to the policyholder or certificate hol@srthe premium classification terms that would
have applied to the policyholder or certificatedaslhad the coverage not been suspended.

h. If an issuer makes a written offer to the MadécSupplement policyholders or
certificate holders of one or more of its plansexghange during a specified period from his or
her 1990 Standardized plan (as described in seg¢tadrthis rule) to a 2010 Standardized plan
(as described in Section 7A of this rule), the o#fied subsequent exchange shall comply with
the following requirements:

1. Anissuer need not provide justification to @@mmissioner if the
insured replaces a 1990 Standardized policy officate with an issue age rated 2010
Standardized policy or certificate at the insureaiginal issue age and duration. If an insured’s
policy or certificate to be replaced is priced onssue age rate schedule at the time of the offer,
the rate charged to the insured for the new exathpglicy shall recognize the policy reserve
buildup, due to the pre-funding inherent in the ofan issue age rate basis, for the benefit of the
insured. The method proposed to be used by aarissust be filed with the Commissioner in a
manner prescribed by the Commissioner.

2. The rating class of the new policy or certificahall be the class
closest to the insured’s class of the replacedreoee
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3. An issuer may not apply new pre-existing caoditimitations or a
new incontestability period to the new policy fbose benefits contained in the exchanged 1990
Standardized policy or certificate of the insured imay apply pre-existing condition limitations
of no more than six (6) months to any added benefihtained in the new 2010 Standardized
policy or certificate not contained in the exchahgelicy.

4. The new policy or certificate shall be offetedall policyholders or
certificate holders within a given plan, except vehehe offer or issue would be in violation of
state or federal law.

6.3. Standards for Basic Core Benefits Commoneoefit Plans A - J. -- Every issuer
shall make available a policy or certificate inahglonly the following basic core package of
benefits to each prospective insured. An issusrmeke available to prospective insureds any
of the other Medicare Supplement Insurance BePRédits in addition to the basic core package,
but not in lieu thereof.

a. Coverage of Part A Medicare Eligible Expensedbspitalization to the
extent not covered by Medicare from the 61st dayugh the 90th day in any Medicare benefit
period;

b. Coverage of Part A Medicare Eligible Expensesiired for hospitalization to
the extent not covered by Medicare for each Meditifatime inpatient reserve day used,;

c. Upon exhaustion of the Medicare hospital irg@tcoverage, including the
lifetime reserve days, coverage of one hundredepérd00%) of the Medicare Part A eligible
expenses for hospitalization paid at the applicabbspective payment system (PPS) rate, or
other appropriate Medicare standard of paymenjestuto a lifetime maximum benefit of an
additional 365 days. The provider shall accepigheer’'s payment as payment in full and may
not bill the insured for any balance;

d. Coverage under Medicare Parts A and B forg¢lasanable cost of the first
three (3) pints of blood (or equivalent quantitépacked red blood cells, as defined under
federal regulations) unless replaced in accordarttefederal regulations;

e. Coverage for the coinsurance amount (or ircdse of hospital outpatient
department services under a prospective paymetamnsythe copayment amount) of Medicare
Eligible Expenses under Part B regardless of halspinfinement, subject to the Medicare Part
B deductible.

6.4. Standards for Additional Benefits. -- Th#dwing additional benefits shall be

included in Medicare Supplement Benefit Plans 'lBbtigh "J" only as provided by section 7 of
this rule.
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a. Medicare Part A Deductible: Coverage for allhef Medicare Part A inpatient
hospital deductible amount per benefit period.

b. Skilled Nursing Facility Care: Coverage for tatual billed charges up to the
coinsurance amount from the 21st day through tid¢hl@ay in a Medicare benefit period for
post-hospital skilled nursing facility care eligghlinder Medicare Part A.

c. Medicare Part B Deductible: Coverage for allhef Medicare Part B
deductible amount per calendar year regardlesssyital confinement.

d. Eighty Percent (80%) of the Medicare Part BdsscCharges: Coverage for
eighty percent (80%) of the difference betweendttteal Medicare Part B charge as billed, not to
exceed any charge limitation established by theiééed program or state law, and the
Medicare-approved Part B charge.

e. One Hundred Percent (100%) of the MedicareP&cess Charges:
Coverage for all of the difference between the @adWedicare Part B charge as billed, not to
exceed any charge limitation established by theibéed program or state law, and the
Medicare-approved Part B charge.

f. Basic Outpatient Prescription Drug Benefit: @mge for fifty percent (50%) of
outpatient prescription drug charges, after a twodned fifty dollar ($250) calendar year
deductible, to a maximum of one thousand two huhfifgy dollars ($1,250) in benefits received
by the insured per calendar year, to the extentontred by Medicare. The outpatient
prescription drug benefit may be included for salessuance in a Medicare supplement policy
until January 1, 2006.

g. Extended Outpatient Prescription Drug Ben€fdverage for fifty percent
(50%) of outpatient prescription drug charges,radtevo hundred fifty dollar ($250) calendar
year deductible, to a maximum of three thousanthdo($3,000) in benefits received by the
insured per calendar year, to the extent not coMeyeMedicare. The outpatient prescription
drug benefit may be included for sale or issuanae Medicare Supplement Policy until January
1, 2006.

h. Medically Necessary Emergency Care in a For€igantry: Coverage to the
extent not covered by Medicare for eighty perc80€4) of the billed charges for Medicare-
eligible expenses for medically necessary emergkaspital, physician and medical care
received in a foreign country, which care wouldénaeen covered by Medicare if provided in
the United States and which care began duringittbiesixty (60) consecutive days of each trip
outside the United States, subject to a calendardeductible of two hundred fifty dollars
($250), and a lifetime maximum benefit of fifty theand dollars ($50,000). For purposes of this
benefit, "emergency care" shall mean care needetkdiately because of an injury or an illness
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of sudden and unexpected onset.

I. 1. Preventive Medical Care Benefit: Coverage forfthl®wing preventive
health services not covered by Medicare:

2A. An annual clinical preventive medical historydgrhysical
examination that may include tests and servicas fsaragraph 2 of this subdivision and patient
education to address preventive health care measure

2B. Preventive screening tests or preventive sesyite selection
and frequency of which is determined to be medicgdipropriate by the attending physician.

A2. Reimbursement shall be for the actual charges ope hundred
percent (100%) of the Medicare-approved amounéémh service, as if Medicare were to cover
the service as identified in American Medical Asation Current Procedural Terminology
(AMA CPT) codes, to a maximum of one hundred twetdlars ($120) annually under this
benefit. This benefit shall not include paymentday procedure covered by Medicare.

J. At-Home Recovery Benefit: Coverage for servitegprovide short term, at-
home assistance with activities of daily living fbose recovering from an illness, injury or
surgery.

1. For purposes of this benefit, the followingidgions shall apply:

A. "Activities of daily living" include, but areat limited to,
bathing, dressing, personal hygiene, transfereagjng, ambulating, assistance with drugs that
are normally self-administered, and changing baeslag other dressings.

B. "At-home recovery visit" means the period ofisit required to
provide at-home recovery care, without limit on theation of the visit, except each consecutive
four (4) hours in a 24-hour period of services jmled by a care provider is one visit.

C. "Care provider" means a duly qualified or lised home health
aide/or homemaker, personal care aide or nurse providedgh a licensed home health care
agency or referred by a licensed referral agendigensed nurses' registry.

D. "Home" shall mean any place used by the insasea place of
residence, provided that the place would qualifg assidence for home health care services
covered by Medicare. A hospital or skilled nursfagility shall not be considered the insured's
place of residence.

2. Coverage Requirements and Limitations
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A. At-home recovery services provided must be prily services
which assist in activities of daily living.

B. The insured's attending physician must cethiit the specific
type and frequency of at-home recovery servicemacessary because of a condition for which a
home care plan of treatment was approved by Meglicar

C. Coverage is limited to:

1. No more than the number and type of at-homevesy
visits certified as necessary by the insured's\ditg) physician. The total number of at-home
recovery visits shall not exceed the number of Madi-approved home health care visits under
a Medicare-approved home care plan of treatment;

2. The actual charges for each visit up to a marim
reimbursement of forty dollars ($40) per visit;

3. One thousand six hundred dollars ($1,600) alemdar

year;
4. Seven (7) visits in any one week;
5. Care furnished on a visiting basis in the iedig home;
6. Services provided by a care provider as definehis
section;

7. At-home recovery visits while the insured ise®d
under the policy or certificate and not otherwizeleded:;

8. At-home recovery visits received during theqethe
insured is receiving Medicare-approved home cangces or no more than eight (8) weeks after
the service date of the last Medicare-approved hosadth care visit.

3. Coverage is excluded for:

A. Home care visits paid for by Medicare or otgevernment
programs; and

B. Care provided by family members, unpaid volergeor
providers who are not care providers.
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6.5 Standards for Plans K and L

a. Standardized Medicare supplement benefit #drshall consist of the
following:

1. Coverage of one hundred percent (100%) of #reAhospital
coinsurance amount for each day used from tRetGbugh the 90day in any Medicare benefit
period;

2. Coverage of one hundred percent (100%) of gteA°hospital
coinsurance amount for each Medicare lifetime iigpatreserve day used from the'@irough
the 15@' day in any Medicare benefit period;

3. Upon exhaustion of the Medicare hospital irggdatcoverage, including
the lifetime reserve days, coverage of one hungezdent (100%) of the Medicare Part A
eligible expenses for hospitalization paid at thpli@able prospective payment system (PPS)
rate, or other appropriate Medicare standard ofmasg, subject to a lifetime maximum benefit
of an additional 365 days. The provider shall pttiee issuer's payment as payment in full and
may not bill the insured for any balance;

4. Medicare Part A Deductible: Coverage for fifigrcent (50%) of the
Medicare Part A inpatient hospital deductible amiqer benefit period until the out-of-pocket
limitation is met as described in paragraph 1thaf subdivision;

5. Skilled Nursing Facility Care: Coverage fotyfipercent (50%) of the
coinsurance amount for each day used from tHelag through the 180day in a Medicare
benefit period for post-hospital skilled nursingifily care eligible under Medicare Part A until
the out-of-pocket limitation is met as describegh@magraph 10 of this subdivision;

6. Hospice Care: Coverage for fifty percent (5@¥gost sharing for all
Part A Medicare eligible expenses and respite watiéthe out-of pocket limitation is met as
described in paragraph 10 of this subdivision;

7. Coverage of fifty percent (50%), under Medidaeat A or B, of the
reasonable cost of the first three (3) pints obbI¢or equivalent quantities of packed red blood
cells, as defined under federal regulations) uniegkaced in accordance with federal regulations
until the out-of-pocket limitation is met as debed in paragraph 10 of this subdivision;

8. Except for coverage provided in paragraph @isfsubdivision,
coverage of fifty percent (50%) of the cost shaotigerwise applicable under Medicare Part B
after the policyholder pays the Part B deductilvigl the out-of-pocket limitation is met as
described in paragraph 10 of this subdivision;

Page 19



Title 114, Series 24
Emergency Rule
I nsurance Commissioner

9. Coverage of one hundred percent (100%) of diseé sharing for
Medicare Part B preventive services after the ghbtder pays the Part B deductible; and

10. Coverage of one hundred percent (100%) afosit sharing under
Medicare Parts A and B for the balance of the cidegear after the individual has reached the
out-of-pocket limitation on annual expenditures emblledicare Parts A and B of four thousand
dollars ($4,000) in 2006, indexed each year byafhyropriate inflation adjustment specified by
the Secretary of the U.S. Department of Healthtdmchan Services.

b. Standardized Medicare supplement benefit glAsHall consist of the
following:

1. The benefits described in paragraphs 1, 2d®asubdivision a of this
subsection;

2. The benefit described in paragraphs 4, 5,&8\d78, subdivision a of
this subsection, but substituting seventy-five pet75%) for fifty percent (50%); and

3. The benefit described in paragraph 10, subidivia of this subsection,
but substituting two thousand dollars ($2,000)ffar thousand dollars ($4,000).

8114-24-6A. Benefit Standards for 2010 Standardized M edicar e Supplement Benefit Plan
Policies or Certificates|ssued for Delivery with an Effective Datefor Coverage on or After
June 1, 2010.

6A.1. The following standards are applicable tavidicare supplement policies or
certificates delivered or issued for delivery irsthtate with an effective date for coverage on or
after June 1, 2010. No policy or certificate maydolvertised, solicited, delivered, or issued for
delivery in this state as a Medicare supplementypair certificate unless it complies with these
benefit standards. No issuer may offer any 199@datalized Medicare supplement benefit plan
for sale on or after June 1, 2010. Benefit stasglapplicable to Medicare supplement policies
and certificates issued with an effective datectmrerage prior to June 1, 2010 remain subject to
the requirements of section 6 and 7 of this rule.

6A.2. General Standards. The following standapgdyato Medicare supplement policies
and certificates and are in addition to all otleEuirements of this rule.

a. A Medicare supplement policy or certificatelshat exclude or limit benefits
for losses incurred more than six (6) months frbmédffective date of coverage because it
involved a preexisting condition. The policy ortdfecate may not define a preexisting condition
more restrictively than a condition for which meadiadvice was given or treatment was
recommended by or received from a physician widikn(6) months before the effective date of
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coverage.

b. A Medicare supplement policy or certificatelshat indemnify against losses
resulting from sickness on a different basis tlueasés resulting from accidents.

c. A Medicare supplement policy or certificatelsbeovide that benefits
designed to cover cost sharing amounts under Megdw# be changed automatically to
coincide with any changes in the applicable Medic@ductible, co-payment, or coinsurance
amounts. Premium modifications to correspond ¢éseéhchanges are permissible subject to prior
approval of the Commissioner. Any proposed prenmodifications shall be filed with the
Commissioner in compliance with procedures apple&baccident and sickness filings
generally and with other applicable sections f thie.

d. No Medicare supplement policy or certificatalEbrovide for termination of
coverage of a spouse solely because of the ocoar@man event specified for termination of
coverage of the insured, other than the nonpayofgmemium.

e. Each Medicare supplement policy shall be guaeghrenewable.

1. The issuer shall not cancel or non-renew thieysolely on the
ground of health status of the individual.

2. The issuer shall not cancel or non-renew thieyfor any reason other
than nonpayment of premium or material misrepresimt.

3. If the Medicare supplement policy is terminabgdhe group
policyholder and is not replaced as provided updeagraph 5 of this subdivision, the issuer
shall offer certificate holders an individual Mealie supplement policy which (at the option of
the certificate holder):

A. Provides for continuation of the benefits cam¢al in the group

policy; or

B. Provides for benefits that otherwise meet dmiirements of

this subsection.

4. If an individual is a certificate holder in eogp Medicare supplement
policy and the individual terminates membershighm group, the issuer shall:

A. Offer the certificate holder the conversion ogpnity described
in paragraph 3 of this subdivision; or
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B. At the option of the group policyholder, oftke certificate
holder continuation of coverage under the groujcgol

5. If a group Medicare supplement policy is repthby another group
Medicare supplement policy purchased by the sartieyholder, the issuer of the replacement
policy shall offer coverage to all persons covarader the old group policy on its date of
termination. Coverage under the new policy shatllrasult in any exclusion for preexisting
conditions that would have been covered under itheppolicy being replaced.

f. Termination of a Medicare supplement policycertificate shall be without
prejudice to any continuous loss which commenceievthe policy was in force, but the
extension of benefits beyond the period during Wiiie policy was in force may be conditioned
upon the continuous total disability of the insur@aited to the duration of the policy benefit
period, if any, or payment of the maximum beneff&eceipt of Medicare Part D benefits will
not be considered in determining a continuous loss.

g. 1. A Medicare supplement policy or certificakall provide that benefits and
premiums under the policy or certificate shall bepended at the request of the policyholder or
certificate holder for the period (not to exceeeérty-four (24) months) in which the policy
holder or certificate holder has applied for andatermined to be entitled to medical assistance
under Title XIX of the Social Security Act, but gnf the policyholder or certificate holder
notifies the issuer of the policy or certificatethin ninety (90) days after the date the individual
becomes entitled to assistance.

2. If suspension occurs and if the policyholdecertificate holder loses
entitlement to medical assistance, the policy difagte shall be automatically reinstituted
(effective as of the date of termination of entitknt) as of the termination of entitlement if the
policyholder or certificate holder provides nota@fdoss of entitlement within ninety (90) days
after the date of loss and pays the premium atalida to the period, effective as of the date of
termination of entitlement.

3. Each Medicare supplement policy shall providd benefits and
premiums under the policy shall be suspended (fgpariod that may be provided by federal
regulation) at the request of the policyholdehd policyholder is entitled to benefits under
Section 226 (b) of the Social Security Act andasered under a group health plan (as defined in
Section 1862 (b)(1)(A)(v) of the Social SecuritytpAclf suspension occurs and if the
policyholder or certificate holder loses coveragder the group health plan, the policy shall be
automatically reinstituted (effective as of theedat loss of coverage) if the policyholder
provides notice of loss of coverage within ninéi@) days after the date of the loss.

4. Reinstitution of coverages as described ingraghs 2 and 3 of this

subdivision:
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A. Shall not provide for any waiting period witbspect to
treatment of preexisting conditions;

B. Shall provide for resumption of coverage tlsagubstantially
equivalent to coverage in effect before the datsuspension; and

C. Shall provide for classification of premiumsterms at least as
favorable to the policyholder or certificate holdsrthe premium classification terms that would
have applied to the policyholder or certificatedsslhad the coverage not been suspended.

6A.3. Standards for Basic Core Benefits Commokédicare Supplement Insurance
Benefit Plans A, B, C, D, F, F with High Deductib{&, M and N. Every issuer of Medicare
supplement insurance benefit plans shall makeaiaila policy or certificate including only the
following basic core package of benefits to eaadspective insured. An issuer may make
available to prospective insureds any of the olihkedicare supplement insurance benefit plans in
addition to the basic core package, but not in tirsweof.

a. Coverage of Part A Medicare eligible expensesidspitalization to the extent
not covered by Medicare from the’éday through the 90day in any Medicare benefit period:

b. Coverage of Part A Medicare eligible expengesarred for hospitalization to
the extent not covered by Medicare for each Meditifetime inpatient reserve day used:;

c. _Upon exhaustion of the Medicare hospital irgpatcoverage including the
lifetime reserve days, coverage of one hundredepei{d 00%) of the Medicare Part A eligible
expenses for hospitalization paid at the applicabdspective payment system (PPS) rate, or
other appropriate Medicare standard of paymeniesuto a lifetime maximum benefit of an
additional 365 days. The provider shall accepigbeer’s payment as payment in full and may
not bill the insured for any balance;

d. Coverage under Medicare Parts A and B forehsaonable cost of the first
three (3) pints of blood (or equivalent quantitdépacked red blood cells, as defined in federal
requlations) unless replaced in accordance withriddequlations;

e. Coverage for the coinsurance amount, or ircdise of hospital outpatient
department service paid under a prospective paysystem, the co-payment amount, of
Medicare eligible expenses under Part B regardielsspital confinement, subject to the
Medicare Part B deductible;

f. Hospice Care: Coverage of cost sharing foPalit A Medicare eligible hospice
care and respite care expenses.
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6A.4. Standards for Additional Benefits. The faliog additional benefit shall be
included in Medicare supplement benefit Plans BDCE, F with High Deductible, G, M and N
as provided by section 7A of this rule.

a. Medicare Part A Deductible: Coverage for onedned percent (100%) of the
Medicare Part A inpatient hospital deductible amaer benefit period.

b. Medicare Part A Deductible: Coverage for fifgrcent (50%) of the Medicare
Part A inpatient hospital deductible amount perdbi¢mperiod.

c. Skilled Nursing Facility Care: Coverage foe tictual billed charges up to the
coinsurance amount from theay through the 1d0day in a Medicare benefit period for post-
hospital skilled nursing facility care eligible werdViedicare Part A.

d. Medicare Part B Deductible: Coverage for onedned percent (100%) of the
Medicare Part B deductible amount per calendar ngggardless of hospital confinement.

e. One Hundred Percent (100%) of the MedicareP&ntcess Charges:
Coverage for all of the difference between the @diledicare Part B charges as billed, not to
exceed any charge limitation established by theiééed program or state law, and the
Medicare-approved Part B charge.

f. Medically Necessary Emergency Care in a For€lgantry: Coverage to the
extent not covered by Medicare for eighty perc80846) of the billed charges for Medicare-
eligible expenses for medically necessary emergbhaspital, physician and medical care
received in a foreign country, which care woulddn@een covered by Medicare if provided in
the United States and which care began duringittbiesixty (60) consecutive days of each trip
outside the United States, subject to a calendardeductible of two hundred fifty dollars
($250), and a lifetime maximum benefit of fifty theand dollars ($50,000). For purposes of this
benefit, “emergency care” shall mean care needededmtely because of an injury or an illness
of sudden and unexpected onset.

8114-24-7. Standard Medicar e Supplement Benefit Plans 1990 Standardized Medicare
Supplement Benefit Plan Policies or Certificates |ssued for Delivery on or After Auqust 5,
1991 and with an Effective Date for Coverage Prior to June 1, 2010.

7.1. An issuer shall make available to each praspepolicyholder and certificate
holder a policy form or certificate form containiogly the basic core benefits, as defined in
subsection 6.3 of this rule.

7.2. No groups, packages or combinations of Medisapplement benefits other than
those listed in this section shall be offered flesn this state, except as may be permitted in
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subsection 7.7 of this section and in section 8gftion 8 of this rule will not take effect until
West Virginia is designated a Medicare Select Sigitithe federal government], of this rule.

7.3. Benefit plans shall be uniform in structdasmguage, designation and format to the
standard benefit plans "A" through "L" listed ingtlsubsection and conform to the definitions in
section 2 of this rule. Each benefit shall bedtrted in accordance with the format provided in
subsections 6.3 and 6.4 or 6.5 of this rule aridHis benefits in the order shown in this
subsection. For purposes of this section, "streclanguage, and format" means style,
arrangement and overall content of a benefit.

7.4. An issuer may use, in addition to the bernméih designations required in subsection
7.3 of this section, other designations to therexpermitted by law.

7.5. Make-up of benefit plans:

a. Standardized Medicare supplement benefit pddrshall be limited to the
Basic Core Benefits Common to All Benefit PlansdaBined in subsection 6.3 of this rule.

b. Standardized Medicare supplement benefit pgdrshall include only the
following: The Core Benefit as defined in subsetto3 of this rule, plus the Medicare Part A
Deductible as defined in subdivision a, subsedidnof this rule.

c. Standardized Medicare supplement benefit prshall include only the
following: The Core Benefit as defined in subsetto3 of this rule, plus the Medicare Part A
Deductible, Skilled Nursing Facility Care, Medicdtart B Deductible and Medically Necessary
Emergency Care in a Foreign Country as definedldisisions a, b, ¢ and h of subsection 6.4
respectively.

d. Standardized Medicare supplement benefit gidrshall include only the
following: The Core Benefit as defined in subsetto3 of this rule, plus the Medicare Part A
Deductible, Skilled Nursing Facility Care, MedigalNlecessary Emergency Care in a Foreign
Country and the At-Home Recovery Benefit as defimesubdivisions a, b, h and j of subsection
6.4 respectively.

e. Standardized Medicare supplement benefit @#arshall include only the
following: The Core Benefit as defined in subseatto3 of this rule, plus the Medicare Part A
Deductible, Skilled Nursing Facility Care, MedigalNlecessary Emergency Care in a Foreign
Country and Preventive Medical Care as definedibd&visions a, b, h and i of subsection 6.4
respectively.

f. Standardized Medicare supplement benefit pirshall include only the
following: The Core Benefit as defined in subseatto3 of this rule, plus the Medicare Part A
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Deductible, the Skilled Nursing Facility Care, thart B Deductible, One Hundred Percent
(100%) of the Medicare Part B Excess Charges, agdiddlly Necessary Emergency Care in a
Foreign Country as defined in subdivisions a, kg and h of subsection 6.4 respectively.

g. Standardized Medicare supplement benefit hegtudtible plan “F” shall
include only the following: one hundred percentQ%) of covered expenses following the
payment of the annual high deductible plan “F” dehle. The covered expenses include the
core benefit as defined in subsection 6.3 of thiis, iplus the Medicare Part A deductible, skilled
nursing facility care, the Medicare Part B deduetibne hundred percent (100%) of the
Medicare Part B excess charges, and medically sagesmergency care in a foreign country as
defined in subdivisions a, b, c, e, and h of sutise®.4. respectively. The annual high
deductible plan “F” deductible shall consist of-of{pocket expenses, other than premiums, for
services covered by the Medicare supplement plapdékcy, and shall be in addition to any
other specific benefit deductibles. The annuahhigductible Plan “F’ deductible shall be one
thousand five hundred dollars ($1,500) for 1998 H9@9, and shall be based on the calendar
year. It shall be adjusted annually thereaftethieySecretary to reflect the change in the
Consumer Price Index for all urban consumers fertitvelve-month period ending with August
of the preceding year, and rounded to the nearebipte of ten dollars ($10).

h. Standardized Medicare supplement benefit gleinshall include only the
following: The Core Benefit as defined in subsetto3 of this rule, plus the Medicare Part A
Deductible, Skilled Nursing Facility Care, Eightgreent (80%) of the Medicare Part B Excess
Charges, Medically Necessary Emergency Care irr@igioCountry, and the At-Home Recovery
Benefit as defined in subdivisions a, b, d, h aatilgubsection 6.4 respectively.

i. Standardized Medicare supplement benefit pkihshall consist of only the
following: The Core Benefit as defined in subseatto3 of this rule, plus the Medicare Part A
Deductible, Skilled Nursing Facility Care, BastetfatientPrescription Drug Benefit, and
Medically Necessary Emergency Care in a Foreignn@gas defined in subdivisions a, b, f and
h of subsection 6.4 respectively. The outpatieesgription drug benefit shall not be included in
a Medicare supplement policy sold after Decembe805.

. Standardized Medicare supplement benefit pfasHall consist of only the
following: The Core Benefit as defined in subsetto3 of this rule, plus the Medicare Part A
Deductible, Skilled Nursing Facility Care, One Hued Percent (100%) of the Medicare Part B
Excess Charges, Baste-OutpatiBnescription Drug Benefit, Medically Necessary Egeacy
Care in a Foreign Country and At-Home Recovery Beas defined in subdivisions a, b, e, f, h
and j of subsection 6.4 respectively. The outpafpeescription drug benefit shall not be
included in a Medicare supplement policy sold afiecember 31, 2005.

k. Standardized Medicare supplement benefit plarsHall consist of only the
following: The Core Benefit as defined in subseatto3 of this rule, plus the Medicare Part A
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Deductible, Skilled Nursing Facility Care, Medicd&rart B Deductible, One Hundred Percent
(100%) of the Medicare Part B Excess Charges, Be@®ttpatienPrescription Drug Benefit,
Medically Necessary Emergency Care in a Foreignn@guPreventive Medical Care and At-
Home Recovery Benefit as defined in subdivisions, &, e, g, h, i and j of subsection 6.4
respectively. The outpatient drug benefit shatl®included in a Medicare supplement policy
sold after December 31, 2005.

|. Standardized Medicare supplement benefit highuckdale plan “J” shall
consist of only the following: one hundred perc@t0%) of covered expenses following the
payment of the annual high deductible plan “J” d#itile. The covered expenses include the
core benefit as defined in subsection 6.3 of thiis, iplus the Medicare Part A deductible, skilled
nursing facility care, Medicare Part B deductildee hundred percent (100%) of the Medicare
Part B excess charges, extended-ottpatierscription drug benefit, medically necessary
emergency care in a foreign country, preventiveioadare benefit and at-home recovery
benefit as defined in subdivisions a, b, ¢, e, gamd | of subsection 6.4 respectively. The ahnua
high deductible plan “J” deductible shall consisbot-of-pocket expenses, other than premiums,
for services covered by the Medicare supplememt fllapolicy, and shall be in addition to any
other specific benefit deductibles. The annualudgble shall be one thousand five hundred
dollars ($1,500) for 1998 and 1999, and shall Is=tdan a calendar year. It shall be adjusted
annually thereafter by the Secretary to reflectcti@nge in the Consumer Price Index for all
urban consumers for the twelve-month period endiitly August of the preceding year, and
rounded to the nearest multiple of ten dollars $Ihe outpatient prescription drug benefit
shall not be included in a Medicare supplementgygdold after December 31, 2005.

7.6. Make-up of two Medicare supplement plans mgediby The Medicare Prescription
Drug, Improvement and Modernization Act of 2003 (MM

a. Standardized Medicare supplement benefit farshall consist of only those
benefits described in subdivision a, subsectiorobthis rule.

b. Standardized Medicare supplement benefit dlarshall consist of only those
benefits described in subdivision b, subsectiorobthis rule.

7.7. New and Innovative Benefits: An issuer mayhwhe prior approval of the
eommissioreCommissioneroffer policies or certificates with new or inndwva& benefits in
addition to the benefits provided in a policy ortéreate that otherwise complies with the
applicable standards. The new or innovative benefay include benefits that are appropriate to
Medicare supplement insurance, new or innovatigeptherwise available, cost-effective, and
offered in a manner which is consistent with thalgd simplification of Medicare supplement
policies. After December 31, 2005, the innovabeaefit shall not include an outpatient
prescription drug benefit.
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8114-24-7A. Standard M edicare Supplement Benefit Plansfor 2010 Standardized
M edicar e Supplement Benefit Plan Policies or Certificates | ssued for Delivery with an
Effective Datefor Coverage on or After June 1, 2010.

7A.1. The following standards are applicable tdvididicare supplement policies or
certificates delivered or issued for delivery irsthtate with an effective date of coverage on or
after June 1, 2010. No policy or certificate mayadvertised, solicited, delivered or issued for
delivery in this state as a Medicare supplementypair certificate unless it complies with these
benefit plan standards. Benefit plan standardicaiye to Medicare supplement policies and
certificates issued with an effective date of cagerbefore June 1, 2010 remain subject to the
requirements of section 6 and 7 of this rule.

7A.2. a. An issuer shall make available to each progspepblicyholder and certificate
holder a policy form or certificate form containingly the basic core benefits as defined in
subsection 6A.3 of this rule.

b. If an issuer makes available any of the additidenefits described in
subsection 6A.4, or offers standardized benefin$ka or L (as described in subdivisions h and i,
subsection 7A.6 of this section), then the isshall snake available to each prospective
policyholder and certificate holder, in additionagolicy form or certificate form with only the
basic core benefits as described in subdivisiohthi® subsection, a policy form or certificate
form containing either standardized benefit Pla@€described in subdivision ¢, subsection
7A.6 of this section) or standardized benefit Fglas described in subdivision e, subsection
7A.6 of this section).

7A.3. No groups, packages or combinations of Ma@icupplement benefits other than
those listed in this section shall be offered fiesn this state, except as may be permitted in
subsections 7A.7 of this section and section $isfrule.

7A.4. Benefit plans shall be uniform in structuesguage, designation and format to the
standard benefit plans listed in this subsectiah@mform to the definitions in section 2 of this
rule. Each benefit shall be structured in accordamith the format provided in subsections 6A.3
and 6A.4 of this rule; or in the case of plans K.an subdivisions h and i, subsection 7A.6 of
this section and list the benefits in the ordemgho For purposes of this section, “structure,
language and format” means style, arrangement a@cib content of a benefit.

7A.5. In addition to the benefit plan designatioeguired in subsection 7A.4 of this
section, an issuer may use other designationstextent permitted by law.

7A.6. Make-up of 2010 Standardized Benefit Plans:

a. Standardized Medicare supplement benefit Plahall include only the

Page 28



Title 114, Series 24
Emergency Rule
I nsurance Commissioner

following: The basic core benefits as definedubsection 6A.3 of this rule.

b. Standardized Medicare supplement benefit Plahdl include only the
following: The basic core benefits as definedubsection 6A.3 of this rule, plus one hundred
percent (100%) of the Medicare Part A deductibldefshed in subdivision a, subsection 6A.4 of
this rule.

c. Standardized Medicare supplement benefit Plahdll include only the
following: The basic core benefit as defined ibsection 6A.3 of this rule, plus one hundred
percent (100%) of the Medicare Part A deductilbtélesl nursing facility care, one hundred
percent (100%) of the Medicare Part B deductibkk medically necessary emergency care in a
foreign country as defined in subdivisions a, and f of subsection 6A.4, respectively.

d. Standardized Medicare supplement benefit Plahdll include only the
following: The basic core benefit as defined ibsection 6A.3 of this rule, plus one hundred
percent (100%) of the Medicare Part A deductititélesl nursing facility care and medically
necessary emergency care in a foreign countryfasedan subdivisions a, ¢ and f of subsection
6A.4, respectively.

e. Standardized Medicare supplement Plan F si@ilde shall include only the
following: The basic core benefit as defined ibsection 6A.3 of this rule, plus one hundred
percent (100%) of the Medicare Part A deductilbie,gkilled nursing facility care, one hundred
percent (100%) of the Medicare Part B deductibie loundred percent (100%) of the Medicare
Part B excess charges and medically necessary enogrgare in a foreign country as defined in
subdivisions a, ¢, d, e and f of subsection 6Aedpectively.

f. Standardized Medicare supplement Plan F witthHDeductible shall include
only the following: one hundred percent (100%tovered expenses following the payment of
the annual deductible set forth in paragraph hisfsubdivision below.

1. The basic core benefit as defined in subse@&#af of this rule, plus
one hundred percent (100%) of the Medicare Partdudtible, skilled nursing facility care, one
hundred percent (100%) of the Medicare Part B d#alecone hundred percent (100%) of the
Medicare Part B excess charges and medically nexgessiergency care in a foreign country as
defined in subdivisions a, ¢, d, e and f of subeadA.4, respectively.

2. The annual deductible in Plan F with High Ddihle shall consist of
out-of-pocket expenses, other than premiums, fvices covered by Plan F (as described in
subdivision e of this subsection), and shall baddition to any other specific benefit
deductibles. The basis for the deductible shathieethousand five hundred dollars ($1,500) and
shall be adjusted annually from 1999 by the Segreththe U.S. Department of Health and
Human Services to reflect the change in the Consimee Index for all urban consumers for
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the twelve-month period ending with August of tlieqeding year, and rounded to the nearest
multiple of ten dollars ($10).

g. Standardized Medicare supplement benefit Plahdl include only the
following: The basic core benefit as defined ibsection 6A.3 of this rule, plus one hundred
percent (100%) of the Medicare Part A deductilbtélesl nursing facility care, one hundred
percent (100%) of the Medicare Part B excess cBaagd medically necessary emergency care
in a foreign country as defined in subdivisions,a& and f of subsection 6A.4, respectively.

h. Standardized Medicare supplement Plan K is maady The Medicare
Prescription Drug, Improvement and Modernizatiort #ic2003 and shall include only the

following:

1. Part A Hospital Coinsurance®gthrough 9 days: Coverage of one
hundred percent (100% of the Part A hospital comste amount for each day used from th& 61
day through the 90day in any Medicare benefit period:

2. Part A Hospital Coinsurances®day through 150days: Coverage of
one hundred percent (100%) of the Part A hospdistirance amount for each Medicare
lifetime inpatient reserve day used from thé& 84y through the 180day in any Medicare

benefit period;

3. Part A Hospitalization After 150 days: Uporhakstion of the
Medicare hospital inpatient coverage, includinglifetime reserve days, coverage of one
hundred percent (100%) of the Medicare Part A leloexpenses for hospitalization paid at the
applicable prospective payment system (PPS) ratgher appropriate Medicare standard of
payment, subject to a lifetime maximum benefit mialditional 365 days. The provider shall
accept the issuer’'s payment as payment in fullrmag not bill the insured for any balance;

4. Medicare Part A Deductible: Coverage for fifigrcent (50%) of the
Medicare Part A inpatient hospital deductible amager benefit period until the out-of-pocket
limitation is met as described in paragraph 1thaf subdivision;

5. Skilled Nursing Facility Care: Coverage fdtyffipercent (50%) of the
coinsurance amount for each day used from tielag through the 100day in a Medicare
benefit period for post-hospital skilled nursingifily care eligible under Medicare Part A until
the out-of-pocket limitation is met as describeg@magraph 10 of this subdivision;

6. Hospice Care: Coverage for fifty percent (5@¥ost sharing for all
Part A Medicare eligible expenses and respite gatithe out-of-pocket limitation is met as
described in paragraph 10 of this subdivision;
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7. Blood: Coverage for fifty percent (50%), undéedicare Part A or B,
of the reasonable cost of the first three (3) pofitslood (or equivalent quantities of packed red
blood cells, as defined under federal requlatiomi¢ss replaced in accordance with federal
regulations until the out-of-pocket limitation isetras described in paragraph 10 of this
subdivision;

8. Part B Cost Sharing: Except for coverage glediin paragraph 9 of
this subdivision, coverage for fifty percent (5086the cost sharing otherwise applicable under
Medicare Part B after the policyholder pays thd Bateductible until the out-of-pocket
limitation is met as described in paragraph 1haf subdivision;

9. Part B Preventive Services: Coverage of omellad percent (100%)
of the cost sharing for Medicare Part B prevensieprices after the policyholder pays the Part B
deductible;

10. Cost Sharing After Out-of-Pocket Limits: Coage of one hundred
percent (100%) of all cost sharing under Medicarg<PA and B for the balance of the calendar
year after the individual has reached the out-afkpolimitation on annual expenditures under
Medicare Parts A and B of four thousand dollarsd@8@) in 2006, indexed each year by the
appropriate inflation adjustment specified by tleer@tary of the U.S. Department of Health and
Human Services.

i. Standardized Medicare supplement Plan L is matiby The Medicare
Prescription Drug, Improvement and Modernizatiort #c2003, and shall include only the

following:

1. The benefits described in paragraphs 1, 2d®asubdivision h of this

subsection;

2. The benefits described in paragraphs 4, 5a0d78, subdivision h of
this subsection, but substitution seventy-five pet¢75%) for fifty percent (50%); and

3. The benefit described in paragraph 10, subdiriki of this subsection,
but substituting two thousand dollars ($2.000)féwr thousand dollars ($4,000).

|. Standardized Medicare supplement Plan M shalude only the following:
The basic core benefit as defined in subsectio® @Athis rule, plus fifty percent (50%) of the
Medicare Part A deductible, skilled nursing fagilitare and medically necessary emergency care
in a foreign country as defined in subdivision landl f of subsection 6A.4, respectively:

k. Standardized Medicare supplement Plan N shallidle only the following:
The basic core benefit as defined in subsectio® @Athis rule, plus one hundred percent
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(100%) of the Medicare Part A deductible, skillegsing facility care and medically necessary
emergency care in a foreign country as definedibdwision a, ¢ and f of subsection 6A.4,
respectively, with co-payments in the following amts:

1. The lesser of twenty dollars ($20) or the MadkcPart B coinsurance
or co-payment for each covered health care prowff@e visit (including visits to medical
specialists); and

2. The lesser of fifty dollars ($50) or the Med&®art B coinsurance or
co-payment for each covered emergency room viswever, this co-payment shall be waived if
the insured is admitted to any hospital and thergemey visit is subsequently covered as a
Medicare Part A expense.

7A.7. New or Innovative Benefits: An issuer mayth the prior approval of the
Commissioner, offer policies or certificates wivwnor innovative benefits, in addition to the
standardized benefits provided in a policy or fiedie that otherwise complies with the
applicable standards. The new or innovative benshiall include only benefits that are
appropriate to Medicare supplement insurance, @near innovative, are not otherwise available
and are cost-effective. Approval of new or innoxe&benefits must not adversely impact the
goal of Medicare supplement simplification. Newirorovative benefits shall not include an
outpatient prescription drug benefit. New or inative benefits shall not be used to change or
reduce benefits, including a change of any costistag@rovision, in any standardized plan.

8114-24-8. Medicare Select Policies and Certificates.

8.1. This section shall apply to Medicare Seleticpes and certificates, as defined in
this section.

8.2. No policy or certificate may be advertisechddedicare Select policy or certificate
unless it meets the requirements of this section.

8.3. For the purposes of this section:

a. "Complaint" means any dissatisfaction expresyeah individual concerning a
Medicare Select issuer or its network providers.

b. "Grievance" means dissatisfaction expressediimg by an individual
insured under a Medicare Select policy or certiGaaith the administration, claims practices, or
provision of services concerning a Medicare Setstter or its network providers.

c. "Medicare Select issuer" means an issuer offeor seeking to offer, a
Medicare Select policy or certificate.
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d. "Medicare Select policy" or "Medicare Seledtifieate” mean respectively a
Medicare supplement policy or certificate that eimd restricted network provisions.

e. "Network provider" means a provider of heakliheg or a group of providers of
health care, which has entered into a written ages¢ with the issuer to provide benefits
insured under a Medicare Select policy.

f. "Restricted network provision” means any praswhich conditions the
payment of benefits, in whole or in part, on the anetwork providers.

g. "Service area" means the geographic area apgioy the-commissioner
Commissionerwithin which an issuer is authorized to offer aditare Select policy.

8.4. The-eommisston€@ommissionemay authorize an issuer to offer a Medicare Select
policy or certificate, pursuant to this section &ettion 4358 of the Omnibus Budget
Reconciliation Act (OBRA) of 1990 if the-eemmissearCommissionefinds that the issuer has
satisfied all of the requirements of this rule.

8.5. A Medicare Select issuer shall not issue dibége Select policy or certificate in
this state until its plan of operation has beerreygd by thecommission€ommissioner

8.6. A Medicare Select issuer shall file a proplggian of operation with the
commissionreCommissionem a format prescribed by the-eommisstoGaammissioner The
plan of operation shall contain at least the follgypinformation:

a. Evidence that all covered services that argestto restricted network
provisions are available and accessible througlvar&tproviders, including a demonstration
that:

1. Services can be provided by network providets reasonable
promptness with respect to geographic locationrdotioperation and after-hour care. The
hours of operation and availability of after-hoare shall reflect usual practice in the local area.
Geographic availability shall reflect the usual/gttimes within the community.

2. The number of network providers in the serdsa is sufficient, with
respect to current and expected policyholderseeith

A. To deliver adequately all services that argextlio a restricted
network provision; or

B. To make appropriate referrals.
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3. There are written agreements with network gters describing
specific responsibilities.

4. Emergency care is available twenty-four (24)reer day and seven
(7) days per week.

5. In the case of covered services that are sutgecrestricted network
provision and are provided on a prepaid basisethes written agreements with network
providers prohibiting-stcthe providers from billing or otherwise seeking reiméement from
or recourse against any individual insured unddedicare Select policy or certificate. This
paragraph shall not apply to supplemental chargesiasurance amounts as stated in the
Medicare Select policy or certificate.

b. A statement or map providing a clear descniptibthe service area.
c. A description of the grievance procedure tatieed.
d. A description of the quality assurance progriacipding:

1. The formal organizational structure;

2. The written criteria for selection, retentiardaemoval of network
providers; and

3. The procedures for evaluating quality of caxevjgled by network
providers, and the process to initiate correctstéoa when warranted.

e. A list and description, by specialty, of théwak providers.

f. Copies of the written information proposed ®used by the issuer to comply
with subsection 8.10 of this section.

g. Any other information requested by the-eemraiser Commissioner
8.7. A Medicare Select issuer shall file:

a. Any proposed changes to the plan of operagiocept for changes to the list of
network providers, with the-eemmisstorf@ommissioneprior to implementing-stetie
changes.—Stchhe changes shall be considered approved by-the-cestemes Commissioner
after thirty (30) days unless specifically disapjaa.

b. An updated list of network providers with therentsstoreCommissioneat
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least quarterly.

8.8. A Medicare Select policy or certificate shail restrict payment for covered
services provided by non-network providers if:

a. The services are for symptoms requiring emengeare or are immediately
required for an unforeseen illness, injury or adsbon; and

b. It is not reasonable to obtai-swsdrvices through a network provider.

8.9. A Medicare Select policy or certificate shalbvide payment for full coverage under
the policy for covered services that are not abéelgéhrough network providers.

8.10. A Medicare Select issuer shall make full taaddisclosure in writing of the
provisions, restrictions, and limitations of the diteare Select policy or certificate to each
applicant. This disclosure shall include at lghstfollowing:

a. An outline of coverage sufficient to permit #ygplicant to compare the
coverage and premiums of the Medicare Select policertificate with:

1. Other Medicare supplement policies or certibsadffered by the
issuer; and

2. Other Medicare Select policies or certificates.

b. A description (including address, phone nunamet hours of operation) of the
network providers, including primary care physigaspecialty physicians, hospitals, and other
providers.

c. A description of the restricted network proerss, including payments for
coinsurance and deductibles when providers otlzer tletwork providers are utilized. Except to
the extent specified in the policy or certificad&penses incurred when using out-of-network
providers do not count toward the out-of-pocketuatimit contained in plans K and L.

d. A description of coverage for emergency anently needed care and other
out of service area coverage.

e. A description of limitations on referrals tetrécted network providers and to
other providers.

f. A description of the policyholder's right torghase any other Medicare
supplement policy or certificate otherwise offelgtthe issuer.
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g. A description of the Medicare Select issuanality assurance program and
grievance procedure.

8.11. Prior to the sale of a Medicare Select padiccertificate, a Medicare Select issuer
shall obtain from the applicant a signed and d&ied stating that the applicant has received the
information provided pursuant to subsection 8.1thf section and that the applicant
understands the restrictions of the Medicare Selalaty or certificate.

8.12. A Medicare Select issuer shall have anduseedures for hearing complaints and
resolving written grievances from the subscribéssehThe procedures shall be aimed at mutual
agreement for settlement and may include arbitngtiocedures.

a. The grievance procedure shall be describdueipolicy and certificates and in
the outline of coverage.

b. At the time the policy or certificate is issyéuke issuer shall provide detailed
information to the policyholder describing how #gegance may be registered with the issuer.

c. Grievances shall be considered in a timely raaand shall be transmitted to
appropriate decision-makers who have authoritylly fnvestigate the issue and take corrective
action.

d. If a grievance is found to be valid, correctagtion shall be taken promptly.
e. All concerned parties shall be notified abbet tesults of a grievance.

f. The issuer shall report no later than each M&tto the-eemmissioner
Commissioneregarding its grievance procedure. The repoit blean a format prescribed by
the-eommisstonre€ommissioneand shall contain the number of grievances fitethe past year
and a summary of the subject, nature and resolofisgehgrievances.

8.13. At the time of initial purchase, a Medic&aect issuer shall make available to
each applicant for a Medicare Select policy orifteate the opportunity to purchase any
Medicare supplement policy or certificate othervwoffered by the issuer.

8.14. a. At the request of an individual insured under @edMare Select policy or
certificate, a Medicare Select issuer shall malalalvle to the individual insured the opportunity
to purchase a Medicare supplement policy or ceatié offered by the issuer which has
comparable or lesser benefits and which does nmdaoa restricted network provision. The
issuer shall make-st¢he policies or certificates available without regngievidence of
insurability after the Medicare Select policy ortdeeate has been in force for six (6) months.
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ab. For the purposes of this subsection, a Medisapplement policy or
certificate will be considered to have comparablisser benefits unless it contains one or more
significant benefits not included in the Medicardest policy or certificate being replaced. For
the purposes of this subdivision, a significantdfg#gmeans coverage for the Medicare Part A
deductible, coverage for at-home recovery senacepverage for Part B excess charges.

8.15. Medicare Select policies and certificatesdlgirovide for continuation of coverage
in the event the Secretary of Health and Humani&ss\determines that Medicare Select
policies and certificates issued pursuant to tbesisn should be discontinued due to either the
failure of the Medicare Select Program to be reagld under law or its substantial
amendment.

a. Each Medicare Select issuer shall make avaitabéach individual insured
under a Medicare Select policy or certificate thpartunity to purchase any Medicare
supplement policy or certificate offered by theumswhich has comparable or lesser benefits and
which does not contain a restricted network pravisiThe issuer shall make-stttle policies
and certificates available without requiring evidemf insurability.

b. For the purposes of this subsection, a Medisapplement policy or certificate
will be considered to have comparable or lesseefitsrunless it contains one or more
significant benefits not included in the Medicardest policy or certificate being replaced. For
the purposes of this subdivision, a significantdfg#gmeans coverage for the Medicare Part A
deductible, coverage for at-home recovery senacepverage for Part B excess charges.

8.16. A Medicare Select issuer shall comply wéhsonable requests for data made by
state or federal agencies, including the UnitedeStBepartment of Health and Human Services,
for the purpose of evaluating the Medicare SeleagiRam.

§114-24-9. Open Enrollment.

9.1. No issuer shall deny or condition the isseamceffectiveness of any Medicare
supplement policy or certificate available for sal¢his state, nor discriminate in the pricing of
stieha policy or certificate because of the healthustatlaims experience, receipt of health care,
or medical condition of an applicant in the casambpplication for a policy or certificate that is
submitted prior to or during the six (6) month perbeginning with the first day of the first
month in which an individual is both 65 years oéay older and is enrolled for benefits under
Medicare Part B. Each Medicare supplement poln/certificate currently available from an
insurer shall be made available to all applicarte wualify under this subsection without regard
to age.

9.2. If an applicant qualifies under subsectidnd.this section and submits an

application during the time period referenced ibs&ction 9.1 of this section, and, as of the date
of application, has had a continuous period ofitabte coverage of at least six (6) months, the
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issuer shall not exclude benefits based on a Btegicondition.

9.3. If the applicant qualifies under subsectiadh® this section and submits an
application during the time period referenced ibhsgction 9.1 of this section and, as of the date
of application has had a continuous period of ¢adtie coverage that is less than six (6) months,
the issuer shall reduce the period of an preegstondition exclusion by the aggregate of the
period of creditable coverage applicable to thdiegpt as of the enrollment date. The Secretary
shall specify the manner of the reduction undes shibsection.

9.4. Except as provided in subsection 9.2 ofdbigtion and sections 10 and 21 of this
rule, subsection 9.1 of this section shall notdestrued as preventing the exclusion of benefits
under a policy, during the first six (6) monthsséd on a preexisting condition for which the
policyholder or certificate holder received treatmer was otherwise diagnosed during the six
(6) months before the coverage became effective.

8114-24-10. Guaranteed Issuefor Eligible Persons.

10.1. a. Eligible persons are those individualsdesd in subsection 10.2 of this
section who seek to enroll under the policy dutlmgperiod specified in subsection10.3 of this
section, and who submit evidence of the date afitetion, disenrollment, or Medicare Part D
enrollment with the application for a Medicare skgppent policy.

b. With respect to eligible persons, an issuell slad deny or condition the
issuance or effectiveness of a Medicare supplep@itty described in subsection 10.5 of this
section that is offered and is available for issato new enrollees by the issuer, shall not
discriminate in the pricing ofst@Medicare supplement policy because of healthstalaims
experience, receipt of health care, or medical itmmg and shall not impose an exclusion of
benefits based on a preexisting condition unedeh audedicare supplement policy.

10.2. An eligible person is an individual descdlie any of the following subdivisions:

a. The individual is enrolled under an employe#ave benefit plan that provides
health benefits that supplement the benefits uhtiglicare; and the plan terminates, or the plan
ceases to provide substantiadlystehsupplemental health benefits to the individual,

b. The individual is enrolled with a Medicare Adtage organization under a
Medicare Advantage plan under Part C of Medicand,any of the following circumstances
apply, or the individual is 65 years of age or olded is enrolled with a Program of All-Inclusive
Care for the Elderly (PACE) provider under Sectl@&94 of the Social Security Act, and there
are circumstances similar to those described b&atwould permit discontinuance of the
individual's enroliment with-stethe provider if-stetthe individual were enrolled in a Medicare
Advantage plan:
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1. The certification of the organization or plaastbeen terminated

2. The organization has terminated or otherwiseatitinued providing
the plan in the area in which the individual reside

3. The individual is no longer eligible to elesetplan because of a
change in the individual’s place of residence dieothange in circumstances specified by the
Secretary, but not including termination of theiundial’'s enrollment on the basis described in
Section 1851(g)(3)(B) of the federal Social Segutitt (where the individual has not paid
premiums on a timely basis or has engaged in dismipehavior as specified in standards under
Section 1856), or the plan is terminated for alividuals within a residence area,;

4. The individual demonstrates, in accordance gitidelines established
by the Secretary, that:

A. The organization offering the plan substanyiaiblated a
material provision of the organization’s contraatlar this series in relation to the individual,
including the failure to provide an enrollee onnadly basis medically necessary care for which
benefits are available under the plan or the faitorprovide-st€the covered care in accordance
with applicable quality standards; or

B. The organization or agent or other entity agbn the
organization’s behalf, materially misrepresentezlgltan’s provisions in marketing the plan to
the individual; or

5. The individual meets—sudther exceptional conditions as the Secretary
may provide.

C. 1. The individual is enrolled with:

A. An eligible organization under a contract un8ection 1876 of
the Social Security Act (Medicare cost);

B. A similar organization operating under demaaisbn project
authority, effective for periods before April 1,99

C. An organization under an agreement under Sectio
1833(a)(1)(A) of the Social Security Act (healtmec@arepayment plan); or

D. An organization under a Medicare Select polaryl

2. The enrollment ceases under the same circuoestdhat would permit
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discontinuance of an individual’'s election of cage under subdivision b of subsection 10.2 of
this section.

d. The individual is enrolled under a Medicare@ament policy and the
enrollment ceases because:

1. Of the insolvency of the issuer or bankrupttthe non-issuer
organization or of other involuntary terminationaoiverage or enroliment under the policy;

2. The issuer of the policy substantially violatethaterial provision of
the policy; or

3. The issuer, or an agent or other entity aatimghe issuer’s behalf,
materially misrepresented the policy’s provisiomsnarketing the policy to the individual.

e. 1. The individual was enrolled under a Medicneplement policy and
terminates enrollment and subsequently enrollsthefirst time, with any Medicare Advantage
organization under a Medicare Advantage plan uRder C of Medicare, any eligible
organization under a contract under Section 18t6e6ocial Security Act (Medicare cost), any
similar organization operating under demonstrapimject authority, any PACE provider under
Section 1894 of the Social Security Act or a Medk#c&elect policy; and

2. The subsequent enroliment under paragraphHiso$ubdivision is
terminated by the enrollee during any period wittie first twelve (12) months efstich
subsequent enrollment (during which the enrollggemsnitted to terminate-sucubsequent
enrollment under Section 1851 (e) of the federai@®&gecurity Act); or

f. The individual, upon first becoming eligiblerfoenefits under Part A of
Medicare at age 65, enrolls in a Medicare Advantdge under Part C of Medicare, or with a
PACE provider under Section 1894 of the Social 8gcAct, and disenrolls from the plan or
program by not later than twelve (12) months aftereffective date of enrollment.

g. The individual enrolls in a Medicare Part Drpthuring the initial enroliment
period and, at the time of enrollment in Part Dswwarolled under a Medicare supplement policy
that covers outpatient prescription drugs andhesidual terminates enrollment in the
Medicare supplement policy and submits evidenanodliment in Medicare Part D along with
the application for a policy described in subdiorsd, subsection 10.5 of this section.

10.3. Guaranteed Issue Time Periods

a. In the case of an individual described in sulthn a, subsection 10.2 of this
section, the guaranteed issue period begins olatidreof: (i) the date the individual receives a
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notice of termination or cessation of all suppletakhealth benefits (or, if a notice is not
received, notice that a claim has been denied Beaaiua termination or cessation); or (ii) the
date that the applicable coverage terminates @eseand ends sixty-three (63) days thereafter ;

b. In the case of an individual described in suishns b, c, e or f, subsection
10.2 of this section whose enrollment is terminatedluntarily, the guaranteed issue period
begins on the date that the individual receivestec@ of termination and ends sixty-three (63)
days after the date the applicable coverage isinetsd;

c. Inthe case of an individual described in pexpl 1, subdivision d, subsection
10.2 of this section, the guaranteed issue pergihls on the earlier of: (i) the date that the
individual receives a notice of termination, a netof the issuer’s bankruptcy or insolvency, or
other-stetsimilar notice if any, and (ii) the date that tqgplicable coverage is terminated, and
ends on the date that is sixty-three (63) days Hitedate the coverage is terminated,;

d. In the case of an individual described in suisthn b, paragraph 2 of
subdivision d, paragraph 3 of subdivision d, suisttiv e or subdivision f of subsection 10.2 of
this section who disenrolls voluntarily, the gudesal issue period begins on the date that is sixty
(60) days before the effective date of the disémeht and ends on the date that is sixty-three
(63) days after the effective date;

e. In the case of an individual described in sughn g, subsection 10.2 of this
section, the guaranteed issue period begins oddtgethe individual receives notice pursuant to
Section 1882(v)(2)(B) of the Social Security Aairfr the Medicare supplement issuer during the
sixty-day period immediately preceding the inifa&rt D enrollment period and ends on the date
that is sixty-three (63) days after the effectiatedof the individual’'s coverage under Medicare
Part D; and

f. In the case of an individual described in sghise 10.2 of this section but not
described in the preceding provisions of this satise, the guaranteed issue period begins on
the effective date of disenroliment and ends ord#te that is sixty-three (63) days after the
effective date.

10.4. Extended Medigap Access for Interruptedi Reiods

a. In the case of an individual described in subdin e, subsection 10.2 of this
section (or deemed to be so described, pursudhistparagraph) whose enrollment with an
organization or provider described in paragrapsubdivision e, subsection 10.2 of this section
is involuntarily terminated within the first twel\{@2) months of enrollment, and who, without
an intervening enrollment, enrolls with anothettsagganization or provider, the subsequent
enrollment shall be deemed to be an initial enrefitrdescribed in subdivision e, subsection 10.2
of this section;
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b. In the case of an individual described in suis@hn f, subsection 10.2 of this
section (or deemed to be so described, pursudhistparagraph) whose enrollment with a plan
or in a program described in subdivision f, sulisect0.2 of this section is involuntarily
terminated within the first twelve (12) months of@lment, and who, without an intervening
enrollment, enrolls in anothersuplan or program, the subsequent enroliment sleatldemed
to be an initial enrollment described in subdivsfpsubsection 10.2 of this section; and

c. For purposes of subdivisions e and f, subsedtih2 of this section, no
enrollment of an individual with an organizationgsovider described in paragraph 1,
subdivision e, subsection 10.2 of this sectioryitihh a plan or in a program described in
subdivision f, subsection 10.2 of this section, rhaydeemed to be an initial enroliment under
this paragraph after the two-year period beginwminghe date on which the individual first
enrolled with-stelan organization, provider, plan or program.

10.5. The Medicare supplement policy to whichiblgpersons are entitled under:

a. Subdivisions a, b, ¢, and d, subsection 10tRisfsection is a Medicare
supplement policy which has a benefit package ifledsas Plan A, B, C, F (including F with a
high deductible), K or L offered by any insurer.

b. 1. Subject to paragraph 2 of this subdivisiamdsvision e, subsection
10.2 of this section is the same Medicare supplépelicy in which the individual was most
recently previously enrolled, if available from tb@me issuer, or, if not so available, a policy
described in subdivision a of this subsection.

2. After December 31, 2005, if the individual wasest recently enrolled
in a Medicare supplement policy with an outpatgmscription drug benefit, a Medicare
supplement policy described in this paragraph is:

A. The policy available from the same issuer botlified to
remove outpatient prescription drug coverage; or

B. At the election of the policyholder, an A, B, E(including F
with a high deductible), K or L policy that is ofésl by any issuer;

c. Subdivision f, subsection 10.2 of this secsball include any Medicare
supplement policy offer by any issuer;

d. Subdivision g, subsection 10.2 of this sectsoam Medicare supplement policy
that has a benefit package classified as Plan &, B, (including F with a high deductible), K or
L, and that is offered and is available for iss#atacnew enrollees by the same issuer that issued
the individual’'s Medicare supplement policy withtpatient prescription drug coverage.
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10.6. Notification provisions are as follows:

a. Atthe time of an event described in subsed@@ of this section because of
which an individual loses coverage or benefits tulhe termination of a contract or agreement,
policy, or plan, the organization that terminates ¢ontract or agreement, the issuer terminating
the policy, or the administrator of the plan beiegninated, respectively, shall notify the
individual of his or her rights under this sectiand of the obligations of issuers of Medicare
supplement policies under subsection 10.1 of #tsien. -Stef he notice shall be
communicated contemporaneously with the notificabbtermination.

b. At the time of an event described in subsecti@2 of this section because of
which an individual ceases enrollment under a emtior agreement, policy, or plan, the
organization that offers the contract or agreenregiardless of the basis for the cessation of
enrollment, the issuer offering the policy, or Hwministrator of the plan, respectively, shall
notify the individual of his or her rights undergisection, and of the obligations of issuers of
Medicare supplement policies under subsection a0lthis section.—Suelhe notice shall be
communicated within ten (10) working days of th&uisr receiving notification of disenrollment.

§114-24-11. Standardsfor Claims Payment.

11.1. Anissuer shall comply with Section 18823k ){f the Social Security Act (as
enacted by Section 4081(b)(2)(C) of the Omnibusdg@tidReconciliation Act of 1987 (OBRA)
1987, Pub. L. No. 100-203) by:

a. Accepting a notice from a Medicare carrier aally assigned claims
submitted by participating physicians and supplaérs claim for benefits in place of any other
claim form otherwise required and making a paynaetérmination on the basis of the
information contained in that notice;

b. Notifying the participating physician or suggsland the beneficiary of the
payment determination;

c. Paying the participating physician or supptigectly;

d. Furnishing, at the time of enrollment, eacto#ee with a card listing the
policy name, number, and a central mailing add@sghich notices from a Medicare carrier
may be sent;

e. Paying user fees for claim notices that arestratted electronically or
otherwise; and

f. Providing to the Secretary of Health and HurBanvices, at least annually, a
central mailing address to which all claims mayeet by Medicare carriers.
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11.2. Compliance with the requirements set fartbubsectior11.1 of this+ttesection
shall be certified on the Medicare supplement iasce experience reporting form.

8114-24-12. Loss Ratio Standards and Refund or Credit of Premium.
12.1. Loss Ratio Standards.

a. A Medicare supplement policy form or certifeé&drm shall not be delivered
or issued for delivery unless:

1. The policy form or certificate form can be egfeel, as estimated for
the entire period for which rates are computedrtwide coverage, to return to policyholders and
certificate holders in the form of aggregate bdadhfot including anticipated refunds or credits)
provided under the policy form or certificate form:

A. At least seventy-five percent (75%) of the ag@ite amount of
premiums earned in the case of group policies, or

B. At least sixty-five percent (65%) of the aggaegamount of
premiums earned in the case of individual policies;

2. Calculated on the basis of incurred claims egpee or incurred health
care expenses where coverage is provided by anlrealhtenance organization on a service
rather than reimbursement basis and earned preniarsgehthe period and in accordance with
accepted actuarial principles and practices. heclinealth care expenses where coverage is
provided by a health maintenance organization stwdlinclude:

A. Home office and overhead costs;

B. Advertising costs;

C. Commissions and other acquisition costs;
D. Taxes;

E. Capital costs;

F. Administrative costs; and

G. Claims processing costs.

b. All filings of rates and rating schedules sliginonstrate that expected claims
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in relation to premiums comply with the requirengeat this section when combined with actual
experience to date. Filings of rate revisionslsidab demonstrate that the anticipated loss ratio
over the entire future period for which the revisatks are computed to provide coverage can be
expected to meet the appropriate loss ratio stdsdar

€lc. For policies issued prior to April 28, 1996, ekted claims in relation to
premiums shall meet:

1. The originally filed anticipated loss ratio wheombined with the
actual experience since inception;

2. The appropriate loss ratio requirement fronpswagraphs A and B,
paragraph 1, subdivision a of this subsection wdwenbined with actual experience beginning
April 28, 1996; and

3. The appropriate loss ratio requirement fronpswégraphs A and B; of
paragraph 1, subdivision a of this subsection dweentire future period for which the rates are
computed to provide coverage.

12.2. Refund or Credit Calculation.

a. An issuer shall collect and file with the-corasidrierCommissioneby May
31 of each year the data contained in the appkcadgorting form contained in Appendix A for
each type in a standard Medicare supplement beplafit Appendix A, which is hereby
incorporated into this rule by reference, is anddxereto and entitled "Reporting Form for
Calculation of Loss Ratios."

b. If on the basis of the experience as repottedenchmark ratio since
inception (ratio 1) exceeds the adjusted experieaite since inception (ratio 3), then a refund or
credit calculation is required. The refund caltolashall be done on a statewide basis for each
type in a standard Medicare supplement benefit. pkor purposes of the refund or credit
calculation, experience on policies issued withia teporting year shall be excluded.

c. For the purposes of this section, policiesestificates issued prior to April 28,
1996, the issuer shall make the refund or credliléation separately for all individual policies
(including all group policies subject to an indival loss ratio standard when issued) combined
and all other group policies combined for expereeatter April 28, 1996. The first-sucéport

Page 45



Title 114, Series 24
Emergency Rule
I nsurance Commissioner

shall be due by May 31, 1998.

d. Arefund or credit shall be made only whenlibeachmark loss ratio exceeds
the adjusted experience loss ratio and the amoure tefunded or credited exceeds a de
minimis level. -SuefTherefund shall include interest from the end oftaendar year to the
date of the refund or credit at a rate specifiethigySecretary of Health and Human Services, but
in no event shall it be less than the averageafatgerest for 13-week Treasury notes. A refund
or credit against premiums due shall be made bye&dger 30 following the experience year
upon which the refund or credit is based.

12.3. Annual Filing of Premium Rates.

a. An issuer of Medicare supplement policies antifecates issued before or
after the effective date of these "Permanent Réguson Medicare Supplement Insurance" in
this state shall file annually its rates, ratingesgule and supporting documentation including
ratios of incurred losses to earned premiums bigyduration for approval by the-eemmissioner
Commissionein accordance with the filing requirements andcpaures prescribed by the
eommissioreCommissioner The supporting documentation shall also dematesin
accordance with actuarial standards of practicegustasonable assumptions that the appropriate
loss ratio standards can be expected to be metloy@ntire period for which rates are
computed.—Stuelhe demonstration shall exclude active life reservés.expected third-year
loss ratio which is greater than or equal to thaiegble percentage shall be demonstrated for
policies or certificates in force less than thi@eyears.

b. As soon as practicable, but prior to the efffealate of enhancements in
Medicare benefits, every issuer of Medicare suppl@molicies or certificates in this state shall
file with the-eemmisstonre€ommissionerin accordance with the applicable filing procextuof
this state:

1. Appropriate premium adjustments necessaryddumre loss ratios as
anticipated for the current premium for the apgilegoolicies or certificates—Sudine
supporting documents as necessary to justify thesadent shall accompany the filing.

A. An issuer shall make-stugemium adjustments as are
necessary to produce an expected loss ratio uadktise policy or certificate as will conform
with minimum loss ratio standards for Medicare dapyent policies and which are expected to
result in a loss ratio at least as great as thgihatly anticipated in the rates used to produce
current premiums by the issuer for such MedicappE&ment insurance policies or certificates.
No premium adjustment which would modify the logsBa experience under the policy other
than the adjustments described herein should be mal respect to a policy at any time other
than upon its renewal date or anniversary date.
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B. If an issuer fails to make premium adjustmextiseptable to
the-eemmisstoreCommissionerthe-eemmissiergCommissionemay order premium
adjustments, refunds or premium credits deemedssacgto achieve the loss ratio required by
this section.

2. Any appropriate riders, endorsements or pdbesns needed to
accomplish the Medicare supplement policy or dedié modifications necessary to eliminate
benefit duplications with Medicare—Suc€heriders, endorsements or policy forms shall provide
a clear description of the Medicare supplement tisr@rovided by the policy or certificate.

12.4. Public Hearings.

a. The-eommission€€ommissionemay conduct a public hearing to gather
information concerning a request by an issuer fanarease in a rate for a policy form or
certificate form issued before or after the effetiate of this rule if the experience of the form
for the previous reporting period is not in compta with the applicable loss ratio standard.
The determination of compliance is made withoutstderation of any refund or credit fersuch
thereporting period. Public notice ef-stitte hearing shall be furnished in a manner consistent
with the provisions of W. Va. Code 8§833-2-12 ane23B3. Nothing in this subsection shall be
construed so as to limit the authority of the-eessm@rerCommissioneto conduct hearings
regarding rates, to the extent that the laws &f shate grant-stcuthority.

8114-24-13. Filing and Approval of Policiesand Certificatesand Premium Rates.

13.1. Anissuer shall not deliver or issue foivagly a policy or certificate to a resident
of this state unless the policy form or certificedem has been filed with and approved by the
eommissionreCommissionem accordance with filing requirements and procedyprescribed
by the-eommisstord€Commissioner

13.2. Anissuer shall file any riders or amendrmaéatpolicy or certificate forms to delete
outpatient prescription drug benefits as requingthle Medicare Prescription Drug,
Improvement, and Modernization Act of 2003 onlylwithe commissioner in the state in which
the policy or certificate was issued.

13.3. An issuer shall not use or change premiuesr@r a Medicare supplement policy
or certificate unless the rates, rating schedutesaipporting documentation have been filed with
and approved by the-eemmisstoil@mmissionem accordance with the filing requirements and
procedures prescribed by the-eommisst@dd@mmissioner

13.4. Except as provided in subdivision a of thibsection, an issuer shall not file for

approval more than one form of a policy or ceréfecof each type for each standard Medicare
supplement benefit plan.
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a. Anissuer may offer, with the approval of teenentsstereiCommissionerup
to four additional policy forms or certificate fosnof the same type for the same standard
Medicare supplement benefit plan, one for eachefollowing cases:

1. The inclusion of new or innovative benefits;
2. The addition of either direct response or ageartketing methods;
3. The addition of either guaranteed issue or wmdlgen coverage;

4. The offering of coverage to individuals eligilibr Medicare by reason
of disability.

b. For the purposes of this section, a "type" meanindividual policy, a group
policy, an individual Medicare Select policy,* ogeoup Medicare Select policy. [*These
provisions regarding Medicare Select policies wit take effect until West Virginia is
designated a Medicare Select State by the fedevargment.]

13.5. Except as provided in paragraph 1 of subdimia of this subsection, an issuer
shall continue to make available for purchase anigypform or certificate form issued after the
effective date of this rule that has been apprdwethe-eommissiergCommissioner

a. A policy form or certificate form shall not bensidered to be available for
purchase unless the issuer has actively offerked gale in the previous twelve months.

1. Anissuer may discontinue the availability gfaicy form or
certificate form if the issuer provides to the-cerssonerCommissionem writing its decision
at least thirty (30) days prior to discontinuing tivailability of the form of the policy or
certificate. After receipt of the notice by theramisstoneiCommissionerthe issuer shall no
longer offer for sale the policy form or certifiedorm in this state.

2. An issuer that discontinues the availabilityagdolicy form or
certificate form pursuant to paragraph 1 of sulsiibn a of this subsection shall not file for
approval a new policy form or certificate form betsame type for the same standard Medicare
supplement benefit plan as the discontinued formafperiod of five (5) years after the issuer
provides notice to the-eemmissior@ommissioneof the discontinuance. The period of
discontinuance may be reduced if thecommissiQuenmissionedetermines that a shorter
period is appropriate.

b. The sale or other transfer of Medicare suppternasiness to another issuer
shall be considered a discontinuance for the pagposthis subsection.
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c. A change in the rating structure or methodolstggll be considered a
discontinuance under this subsection unless thengomplies with the following requirements:

1. The issuer provides an actuarial memorandumfamm and manner
prescribed by the-eemmissiorf@ommissionerdescribing the manner in which the revised
rating methodology and resultant rates differ fithim existing rating methodology and existing
rates.

2. The issuer does not subsequently put into effebange of rates or
rating factors that would cause the percentagereifitial between the discontinued and
subsequent rates as described in the actuarial rmedham to change. The-commisstoner
Commissionemay approve a change to the differential whidhn ithe public interest.

13.6. Refund or Credit Calculation.

a. Except as provided in subdivision b of thisssadbion, the experience of all
policy forms or certificate forms of the same type standard Medicare supplement benefit plan
shall be combined for purposes of the refund aditalculation prescribed in section 12 of this
rule.

b. Forms assumed under an assumption reinsurgneenaent shall not be
combined with the experience of other forms forpgases of the refund or credit calculation.

§114-24-14. Permitted Compensation Arrangements.

14.1. An issuer or other entity may provide consmais or other compensation to an
agent or other representative for the sale of aid4ee supplement policy or certificate only if
the first year commission or other first year comgagion is no greater than the commission or
other compensation paid for selling or servicing plolicy or certificate during each of the next
four years or periods of the policy.

14.2. Beginning with the sixth year or period loé policy or certificate and for each year
or period thereafter, the agent or producer skakive no commission or compensation other
than a maximum ten percent (10%) maintenance wicgefiee per policy year or period.

14.3. No issuer or other entity shall provide cemgation to its agents or other producers
and no agent or producer shall receive compensgteater than the renewal compensation
payable by the replacing issuer on renewal policresertificates if an existing policy or
certificate is replaced.

14.4. For purposes of this section, "compensaiiocilides pecuniary or non-pecuniary
remuneration of any kind relating to the sale oekeal of the policy or certificate including but
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not limited to bonuses, gifts, prizes, awards andéfr's fees.
114-24-15. Required Disclosure Provisions.
15.1. General Rules.

a. Medicare supplement policies and certificaked| snclude a renewal or
continuation provision. The language or specifrat of-stefthe provision must be consistent
with the type of contract issued. The provisioalshe appropriately captioned and shall appear
on the first page of the policy, and shall inclaahsy reservation by the issuer of the right to
change premiums and any automatic renewal premmareases based on the policyholder's age.

b. Except for riders or endorsements by whichigkeer effectuates a request
made in writing by the insured, exercises a spaadlfi reserved right under a Medicare
supplement policy, or is required to reduce or glate benefits to avoid duplication of Medicare
benefits, all riders or endorsements added to addezlsupplement policy after the date of issue
or at reinstatement or renewal which reduce orighte benefits or coverage in the policy shall
require a signed acceptance by the insured. Afeedate of policy or certificate issue, any rider
or endorsement which increases benefits or covevéfgea concomitant increase in premium
during the policy term shall be agreed to in wgtsigned by the insured, unless the benefits are
required by the minimum standards for Medicare gmppnt policies, or if the increased benefits
or coverage is required by law. Where a sepaddianal premium is charged for benefits
provided in connection with riders or endorsemestishthe premium charge shall be set forth
in the policy.

c. Medicare supplement policies or certificateslIstot provide for the payment
of benefits based on standards described as "aadatustomary,” "reasonable and customary"
or words of similar import.

d. If a Medicare supplement policy or certificatmtains any limitations with
respect to preexisting conditiors;—subklimitations shall appear as a separate paragrbtiieo
policy, be labeled as "Preexisting Condition Lirtigas," and be placed on the first page of the

policy.

e. Medicare supplement policies and certificaked| $1rave a notice prominently
printed on the first page of the policy or certtie or attached thereto stating in substance that
the policyholder or certificate holder shall hakie tight to return the policy or certificate within
thirty (30) days of its delivery and to have themprum refunded if, after examination of the
policy or certificate, the insured person is ndis$&d for any reason.

f. Issuers of accident and sickness policies difioates which provide hospital
or medical expense coverage on an expense incoriademnity basis to a person(s) eligible for
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Medicare shall provide to those applicantSurde to Health Insurance for People with Medicare

in the form developed jointly by the National Assdion of Insurance Commissioners and CMS
and in a type size no smaller than 12 point tyiper purposes of this section, "form" means the
language, format, type size, promotional spaciotg bharacter, and line spacing. Delivery of
the Guide shall be made whether or netsubkpolicies or certificates are advertised, solicited
or issued as Medicare supplement policies or gatéds as defined in this rule. Except in the
case of direct response issuers, delivery ofatiele shall be made to the applicant at the time of
application and acknowledgment of receipt of Guede shall be obtained by the issuer. Direct
response issuers shall deliver (agide to the applicant upon request but not later thdahea

time the policy is delivered.

15.2. Notice Requirements.

a. As soon as practicable, but no later thanytk@®) days prior to the annual
effective date of any Medicare benefit changesssuer shall notify its policyholders and
certificate holders of modifications it has madétedicare supplement insurance policies or
certificates in a format acceptable to the-eomraigsiCommissioner -StehThe notice shall:

1. Include a description of revisions to the Madécprogram and a
description of each modification made to the cogenarovided under the Medicare supplement
policy or certificate, and

2. Inform each policyholder or certificate hol@esrto when any premium
adjustment is to be made due to changes in Medicare

b. The notice of benefit modifications and anynpiten adjustments shall be in
outline form and in clear and simple terms so dadditate comprehension.

c. The notices shall not contain or be accompaloyeahy solicitation.

15.3. MMA Notice Requirements. Issuers shall clympth the notice requirements of
the Medicare Prescription Drug, Improvement, andi®&taization Act of 2003.

15.4. Outline of Coverage Requirements for Medicaupplement Policies.

a. Issuers shall provide an outline of coveragaltapplicants at the time
application is presented to the prospective appliaad, except for direct response policies, shall
obtain an acknowledgment of receiptofstiohoutline from the applicant; and

b. If an outline of coverage is provided at timedtiof application and the

Medicare supplement policy or certificate is issoada basis which would require revision of
the outline, a substitute outline of coverage prigpdescribing the policy or certificate shall
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accompany-stcthe policy or certificate when it is delivered and tain the following statement,
in no less than twelve (12) point type, immediatddpve the company name:

“NOTICE: Read this outline of coverage carefullyis not identical to the outline of
coverage provided upon application and the covevageally applied for has not been issued.”

c. The outline of coverage provided to applicgnissuant to this section consists
of four parts: a cover page, premium informatiasclbsure pages, and charts displaying the
features of each benefit plan offered by the isstiée outline of coverage shall be in the
language and format prescribed below in no less tivalve (12) point type. All Medicare
Supplement Benefit Plars—A*throtgh-"Ehall be shown on the cover page, and the plamgs)
are offered by the issuer shall be prominentlyified. Premium information for plans that are
offered shall be shown on the cover page or imnielgifollowing the cover page and shall be
prominently displayed. The premium and mode dbmktated for all plans that are offered to the
prospective applicant. All possible premiums fog prospective applicant shall be illustrated.

d. The following items shall be included in thelme of coverage in the order
prescribed in Appendix E at the end of this rudapendix B, entitled "Outline of Medicare
Supplement Coverage--Cover Page," which is incatpedrinto this rule by reference and
annexed hereto, prescribes the information to béaaoed on the cover page. The required
premium information and disclosure pages are inelplpx E of this rule. Examples of charts
displaying the features of each Medicare supplerbenéfit plan offered by the issuer is
contained in Appendix C, which is annexed heretbianorporated herein by reference.

15.5. Notice Regarding Policies or CertificatesidiiAre Not Medicare Supplement
Policies.

a. Any accident and sickness insurance policyedificate, other than a
Medicare supplement policy a policy issued purst@at contract under Section 1876 of the
federal Social Security Act (42 U.S.C. 81395 et efisability income policy; or other policy
identified in subdivision c of subsection 1.5 aktrule, issued for delivery in this state to
persons eligible for Medicare shall notify insureaigler the policy that the policy is not a
Medicare supplement policy or certificate. Theiec®shall either be printed or attached to the
first page of the outline of coverage deliverethsureds under the policy, or if no outline of
coverage is delivered, to the first page of thecgadr certificate delivered to insureds. The
notice shall be in no less than twelve (12) porpetand shall contain the following language:

"THIS [POLICY OR CERTIFICATE] IS NOT A MEDICARE SUPLEMENT
[POLICY OR CONTRACT]. If you are eligible for Meckre, review the Guide to Health
Insurance for People with Medicare available frivea tompany.”

b. Applications provided to persons eligible foedicare for the health insurance
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policies or certificates described in subdivisioof éhis subsection shall disclose, using the
applicable statement in Appendix C, the extent hactvthe policy duplicates Medicare. The
disclosure statement shall be provided as a padrabgether with, the application for the policy
or certificate.

8114-24-16. Requirementsfor Application Formsand Replacement Cover age.

16.1. Application forms shall include the followiguestions designed to elicit
information as to whether, as of the date of thaiegtion, the applicant currently has Medicare
supplement, Medicare Advantage, Medicaid coveraganother health insurance policy or
certificate in force or whether a Medicare suppletypmlicy or certificate is intended to replace
any other accident and sickness policy or certéigaesently in force. A supplementary
application or other form to be signed by the aqgit and agent containirg-stitlesequestions
and statements may be used.

a. Statements:
1. You do not need more than one Medicare suppiepwicy.

2. If you purchase this policy, you may want taleate your existing
health coverage and decide if you need multipleecages.

3. You may be eligible for benefits under Medicardl may not need a
Medicare supplement policy.

4. If, after purchasing this policy, you becomigible for Medicaid, the
benefits and premiums under your Medicare supplépaicty can be suspended if requested
during your entitlement to benefits under Medidaid24 months. You must request this
suspension within ninety (90) days of becomingielegfor Medicaid. If you are no longer
entitled to Medicaid, your suspended Medicare smppht policy (or, if that is no longer
available, a substantially equivalent policy) viaé reinstituted if requested within ninety (90)
days of losing Medicaid eligibility. If the Medimsupplement policy provided coverage for
outpatient prescription drugs and you enrolled edMare Part D while your policy was
suspended, the reinstituted policy will not havépatient prescription drug coverage, but will
otherwise be substantially equivalent to your cagerbefore the date of the suspension.

5. If you are eligible for, and have enrolled iMadicare supplement
policy by reason of disability and you later becarogered by an employer or union-based group
health plan, the benefits and premiums under yoedibére supplement policy can be
suspended, if requested, while you are coveredriuhdeemployer or union-based group health
plan. If you suspend your Medicare supplementcgalnder these circumstances, and later lose
your employer or union-based group health plany gogpended Medicare supplement policy
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(or, if that is no longer available, a substanyialfjuivalent policy) will be reinstituted if
requested within ninety (90) days of losing youmpéger or union-based group health plan. If
the Medicare supplement policy provided coverag@idpatient prescription drugs and you
enrolled in Medicare Part D while your policy wasgended, the reinstituted policy will not
have outpatient prescription drug coverage, butatiierwise be substantially equivalent to your
coverage before the date of the suspension.

6. Counseling services may be available in yoatedo provide advice
concerning your purchase of Medicare supplementamce and concerning medical assistance
through the state Medicaid program, including biégsefs a Qualified Medicare Beneficiary
(QMB) and a Specified Low-Income Medicare BeneficigSLMB).

b. Questions.f you lost or are losing other health insuranoeerage and
received a notice from your prior insurer saying yeere eligible for guaranteed issue of a
Medicare supplement insurance policy, or that yad tertain rights to buy-suehpolicy, you
may be guaranteed acceptance in one or more dfledicare supplement plans. Please include
a copy of the notice from your prior insurer witbuy application. PLEASE ANSWER ALL
QUESTIONS.
1. To the best of your knowledge:
A. Did you turn age 65 in the last six (6) months?
B. Did you enroll in Medicare Part B in the last &) months?

1. If so, what is the effective date?

C. Are you covered for medicaid assistance thrabhglsame
Medicaid program?

[NOTE TO APPLICANT: If you are participating in &pend-Down Program” and have
not met your “Share of Cost,” please answer NOi® question.]

1. If so, will Medicaid pay your premiums for tMedicare
supplement policy?

2. Do you receive any benefits from Medicaid OTHER
THAN payments toward your Medicare Part B premium?

D. If you had coverage from any Medicare plan othan original

Medicare within the past sixty-three (63) days @gample, a Medicare Advantage plan, or a
Medicare HMO or PPO), what are your start and eatds® If you are still covered under the
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plan, disregard end date.

E. If you are still covered under the Medicarenpldo you intend
to replace your current coverage with this new Mad supplement policy?

F. Was this your first time in this type of Medieglan?

G. Did you drop a Medicare supplement policy too#nn the
Medicare plan?

H. Do you have another Medicare supplement pafidgrce?

1. If so, with what company, and what plan do faue
[optional for Direct Mailers]?

2. If so, do you intend to replace your currenidMare
supplement policy with this policy?

|. Have you had coverage under any other headtlramce within
the past sixty-three (63) days? (For example napl@yer, union, or individual plan.)

1. If so, with what company and what kind of pglic

2. What are your dates of coverage under the qiblery?
(If you are still covered under the other policisrdgard end date.)

16.2. Agents shall list any other health insurgnalecies they have sold to the applicant.
a. List policies sold which are still in force.
b. List policies sold in the past five (5) yearsieh are no longer in force.

16.3. In the case of a direct response issuapw af the application or supplemental
form, signed by the applicant, and acknowledgethbyinsurer, shall be returned to the applicant
by the insurer upon delivery of the policy.

16.4. Upon determining that a sale will involvelezement of Medicare supplement
coverage, any issuer, other than a direct respesser, or its agent, shall furnish the applicant,
prior to issuance or delivery of the Medicare seppnt policy or certificate, a notice regarding
replacement of Medicare supplement coverage. Oneopy of-stetthenotice signed by the
applicant and the agent, except where the covesasgdd without an agent, shall be provided to
the applicant and an additional signed copy steatdbtained by the issuer. A direct response
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issuer shall deliver to the applicant, at the tohéhe issuance of the policy, the notice regarding
replacement of Medicare supplement coverage.

16.5. The notice required by subsection 16.4 isfghction for an issuer shall be
provided in substantially the form at the end af tlnle (Appendix F) in no less than twelve (12)
point type.

16.6. Paragraphs 1 and 2 of the replacement n@gdicable to preexisting conditions)
may be deleted by an issuer if the replacement doesvolve application of a new preexisting
condition limitation.

8114-24-17. Filing Requirementsfor Advertising.

+#%. Anissuer shall provide a copy of any Medicangpement advertisement intended
for use in this state whether through written, oaali television medium to the-eemmisstoner
Commissionefor review. -StelTheadvertisement shall comply with all laws of thiats,
including, when applicable, the provisions of W.. Cade 8833-6-8(¢e), 33-6-35, and 33-11-4(2).
§114-24-18. Standardsfor Marketing.

18.1. Anissuer, directly or through its produceisall:

a. Establish marketing procedures to assure thyat@nparison of policies by its
agents or other producers will be fair and accurate

b. Establish marketing procedures to assure eixeeissurance is not sold or
issued.

c. Display prominently by type, stamp or otherrappiate means, on the first
page of the policy the following:

"Notice to buyer: This policy may not cover allyafur medical expenses."

d. Inquire and otherwise make every reasonabtetetf identify whether a
prospective applicant or enrollee for Medicare saim@nt insurance already has accident and
sickness insurance and the types and amounrts—afta@hgheinsurance.

e. Establish auditable procedures for verifyinmpbance with this subsection.

18.2. In addition to the practices prohibitedhiststate's Unfair Trade Practices Act [W.
Va. Code 833-11-1 et seq.], the following acts prattices are prohibited:
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a. Twisting. -- Knowingly making any misleadirgpresentation or incomplete
or fraudulent comparison of any insurance policiessurers for the purpose of inducing, or
tending to induce, any person to lapse, forfeiteswder, terminate, retain, pledge, assign, borrow
on, or convert any insurance policy or to takeapblicy of insurance with another insurer.

b. High pressure tactics. -- Employing any mdtbhbmarketing having the
effect of or tending to induce the purchase ofiiasae through force, fright, threat whether
explicit or implied, or undue pressure to purchaseecommend the purchase of insurance.

c. Cold lead advertising. -- Making use directyindirectly of any method of
marketing which fails to disclose in a conspicumanner that a purpose of the method of
marketing is solicitation of insurance and thattachwill be made by an insurance agent or
insurance company.

18.3. The terms "Medicare Supplement,” "Medigédblédicare Wrap-Around" and
words of similar import shall not be used unlegsghlicy is issued in compliance with this rule.

§114-24-19. Appropriateness of Recommended Purchase and Excessive | nsurance.
19.1. In recommending the purchase or replaceonfary Medicare supplement policy
or certificate an agent shall make reasonabletsftordetermine the appropriateness of a

recommended purchase or replacement.

19.2. Any sale of a Medicare supplement policgetificate that will provide an
individual more than one Medicare supplement pabicgertificate is prohibited.

19.3 An issuer shall not issue a Medicare supplémelicy or certificate to an individual
enrolled in Medicare Part C unless the effectiie dd the coverage is after the termination date
of the individual's Part C coverage.

§114-24-20. Reporting of Multiple Policies.

20.1. On or before March 1 of each year, an isshall report the following information
for every individual resident of this state for wvhohe issuer has in force more than one
Medicare supplement policy or certificate:

a. Policy and certificate number, and

b. Date of issuance.

20.2. The items set forth above must be groupaddiyidual policyholder.
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20.3. To comply with this section, an issuer sha# the form incorporated herein by
reference and annexed hereto as Appendix D, ehtiflerm for Reporting Duplicate Policies."

8114-24-21. Prohibition Against Preexisting Conditions, Waiting Periods, Elimination
Periods and Probationary Periodsin Replacement Policies or Certificates.

21.1. If a Medicare supplement policy or certifeceeplaces another Medicare
supplement policy or certificate, the replacingiegsshall waive any time periods applicable to
preexisting conditions, waiting periods, eliminatiperiods and probationary periods in the new
Medicare supplement policy or certificate to théeax-stetthe time was spent under the original

policy.

21.2. If a Medicare supplement policy or certifeceeplaces another Medicare
supplement policy or certificate which has beeaffact for at least six (6) months, the replacing
policy shall not provide any time period applicatdgreexisting conditions, waiting periods,
elimination periods and probationary periods.

8114-24-22. Prohibition Against Use of Genetic | nfor mation and Requests for Genetic
Testing

22.1. This section applies to all policies witHippyears beqginning on or after May 21,

2009.

22.2. An issuer of a Medicare supplement policgeastificate;

a. Shall not deny or condition the issuance orcéiffeness of the policy or
certificate (including the imposition of any exdlus of benefits under the policy based on a pre-
existing condition) on the basis of the genetioinfation with respect to the individual; and

b. Shall not discriminate in the pricing of thdipp or certificate (including the
adjustment of premium rates) of an individual om biasis of the genetic information with
respect to the individual.

22.3. Nothing in Subsection 22.2 of this sectiballsbe construed to limit the ability of
an issuer, to the extent otherwise permitted by femm

a. Denying or conditioning the issuance or effexiess of the policy or
certificate or increasing the premium for a groagdd on the manifestation of a disease or
disorder of an insured or applicant; or

b. Increasing the premium for any policy issuedrandividual based on the
manifestation of a disease or disorder of an imldisl who is covered under the policy (in such
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case, the manifestation of a disease or disordeménndividual cannot also be used as genetic
information about other group members and to furitherease the premium for the group).

22.4. An issuer of a Medicare supplement policgeastificate shall not request or require
an individual or a family member of the individualundergo a genetic test.

22.5. Subsection 22.4 of this section shall notdrestrued to preclude an issuer of a
Medicare supplement policy or certificate from abitag and using the results of a genetic test in
making a determination regarding payment (as déffaethe purposes of applying the
regulations promulgated under Part C of Title Xdl &ection 264 of the Health Insurance
Portability and Accountability Act of 1996, as miag revised from time to time) and consistent
with subsection 22.2 of this section.

22.6. For purposes of carrying out subsection @8Pthis section, an issuer of a Medicare
supplement policy or certificate may request ohly minimum amount of information necessary
to accomplish the intended purpose.

22.7. Notwithstanding subsection 22.4 of thisisactan issuer of a Medicare
supplement policy may request, but not requird, dhandividual or a family member of the
individual undergo a genetic test if each of tHéfeing conditions is met:

a. The request is made pursuant to researchdhgilies with Part 46 of Title 45,
Code of Federal Requlations, or equivalent Federallations, and any applicable State or local
law or regulations for the protection of human sglg in research.

b. The issuer clearly indicates to each individoain the case of a minor child,
to the legal quardian of the child, to whom theuest is made that:

1. Compliance with the request is voluntary; and

2. Non-compliance will have no effect on enrollmstatus or premium or
contribution amounts.

c. No genetic information collected or acquiredemthis subsection shall be
used for underwriting, determination of eligibiltty enroll or maintain enroliment status,
premium rates, or the issuance, renewal, or replaneof a policy or certificate.

d. The issuer notifies the Secretary in writingtttine issuer is conducting
activities pursuant to the exception provided foder this subsection, including a description of
the activities conducted.

e. The issuer complies with other conditions @sS3hcretary may by requlation
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require for activities conducted under this subieact

22.8. An issuer of a Medicare supplement policgastificate shall not request, require,
or purchase genetic information for underwritingpgmses.

22.9. An issuer of a Medicare supplement policgastificate shall not request, require,
or purchase genetic information with respect toiadividual prior to the individual's
enrollment under the policy in connection with gr@ollment.

22.10. If an issuer of a Medicare supplement galiccertificate obtains genetic
information incidental to the requesting, requiring purchasing of other information concerning
any individual, the request, requirement, or pusehshall not be considered a violation of
subsection 22.9 of this section if the requestlireqnent, or purchase is not in violation of
subsection 22.8 of this section.

22.11. For the purposes of this section only:

a. “Family member” means, with respect to an irdiial, any other individual
who is a first-degree, second-degree, third-deanemurth-degree relative of the individual.

b. “Genetic information” means, with respect ty ardividual, information
about the individual’s genetic tests, the genetsts of family members of the individual and the
manifestation of a disease or disorder in familynmbers of the individual. The term includes,
with respect to any individual, any request forremeipt of, genetic services, or participation in
clinical research which includes genetic servibgghe individual or any family member of the
individual. Any reference to genetic informatiomncerning an individual or family member of
an individual who is a pregnant woman, includesetiennformation of any fetus carried by a
pregnant woman, or with respect to an individuabonily member utilizing reproductive
technology, includes genetic information of any eynldegally held by an individual or family
member. The term “genetic information” does natude information about the sex or age of

any individual.

C. “Genetic services” means a genetic test, geretinseling (including
obtaining, interpreting, or assessing genetic mftron), or genetic education.

d. “Genetic test” means an analysis of human DRKNA, chromosomes,
proteins, or metabolites, that detect genotypesatioms, or chromosomal changes. The term
“genetic test” does not mean an analysis of pretemmetabolites that does not detect
genotypes, mutations, or chromosomal changes; analysis of proteins or metabolites that is
directly related to a manifested disease, disoatgrathological condition that could reasonably
be detected by a health care professional withagu@te training and expertise in the field of
medicine involved.
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e. “Issuer of a Medicare supplement policy orifiedte” includes third-party
administrator or other person acting for or on lifebfethe issuer.

f. “Underwriting purposes” means,

1. Rules for, or determination of, eligibility @luding enrollment and
continued eligibility) for benefits under the palic

2. The computation of premium or contribution amswinder the policy;

3. The application of any pre-existing conditiotlesion under the

policy; and

4. Other activities related to the creation, resleoy replacement of a
contract of health insurance or health benefits.
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Appendix A
MEDICARE SUPPLEMENT REFUND CALCULATION FORM
FOR CALENDAR YEAR

TYPE SM5BP
For the State of CompanyeNam
NAIC Group Code NAIC CompangeCo
Address Person Cangpliethibit
Title Telephoneldum
(a) (b)
Earned Incurred
Premiuni Claimg
Line

1. Current Year's Experience

a. Total (all policy years)
b. Current year's issues
C. Net (for reporting purposes=1a-1b)
Past Years' Experience (all policy years)
Total Experience
(Net Current Year + Past Year)
Refunds Last Year (Excluding Interest)
Previous Since Inception (Excluding Interest)
Refunds Since Inception (Excluding Interest)
Benchmark Ratio Since Inception (SEE WORKSHEERRRATIO 1)
Experienced Ratio Since Inception
Total Actual Incurred Claims (line 3, col. b) = Re?/
Total Earned Prem. (line 3, col. a) - Refunds Sinception (line 6)

w N

©NOo Ok

9. Life Years Exposed Since Inception
If the Experienced Ratio is less than the BenchrRatko, and there are
more than 500 life years exposure, then proceedltulation of refund.
10. Tolerance Permitted (obtained from Credibiligble)

Medicare Supplement Credibility Table
Life Years Exposed

Since Inception Tolerance
10,000 + 0.0%

5,000 - 9,999 5.0%
2,500 - 4,999 7.5%
1,000 - 2,499 10.0%
500 - 999 15.0%

If less than 500, no credibility.

! Individual Group, Individual Medicare Select, oro@p Medicare Select Only.

2"SMSBP" = Standardized Medicare Supplement Befédit - Use "P" for prestandardized plans.
% Includes Modal Loadings and Fees Charged.

4 Excludes Active Life Reserves.

® This is to be used as "Issue Year Earned PremiomYear 1 of next year's "Worksheet for Calculatiaf Benchmark Ratios."
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FOR CALENDAR YEAR

TYPE SMSBP

For the State of CompameNa

NAIC Group Code NAIC CompamyeC
Address Person Comgdechibit
Title Telephometsu

11. Adjustment to Incurred Claims for Credibility
Ratio 3 = Ratio 2 + Tolerance

If Ratio 3 is more than Benchmark Ratio (Ratioaljefund or credit to premium is not required.
If Ratio 3 is less than the Benchmark Ratio, theatged.

12. Adjusted Incurred Claims
[Total Earned Premiums (line 3, col. a) - Refunidses Inception (line
6)] x Ratio 3 (line 11)

13. Refund =
Total Earned Premiums (line 3, col. a) - Refundg&ilnception
(line 6) - [Adjusted Incurred Claims (line 12)/Bémsark Ratio (Ratio 1)]

If the amount on line 13 is less than .005 timesahnualized premium in force as of December 31
of the reporting year, then no refund is made. e@tise, the amount on line 13 is to be refunded or
credited, and a description of the refund and/editragainst premiums to be used must be attached
to this form.

| certify that the above information and calculagare true and accurate to the best of my
knowledge and belief.

Signature

Name - Please Type

Title - Please Type

Date
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TYPE

REPORTING FORM FOR THE CALCULATION OF BENCHMARK RAD SINCE INCEPTION
FOR INDIVIDUAL POLICIES FOR CALENDAR YEAR

For the State of

NAIC Group Code

SMSBP

CompameNa

NAIC CompanyeC

Address Person Ciomgpexhibit
Title Telephomebidtl
(@ (b (©) (d) (O] ® )] () 0] @ (of
Year Earned Premium Factor (b)x(c Cumulative Lossdrati| (d)x(e) Factor (b)x(9) Cumulative Loss Ratio (h)x(i liep Year Loss Ratio

1 2.770 0.442 0.000 0.000 0.40

2 4.175 0.493 0.000 0.000 0.55

3 4.175 0.493 1.194 0.659 0.65

4 4.175 0.493 2.245 0.669 0.67

5 4.175 0.493 3.170 0.678 0.69

6 4.175 0.493 3.998 0.686 0.71

7 4.175 0.493 4.754 0.695 0.73

8 4.175 0.493 5.445 0.702 0.75

9 4.175 0.493 6.075 0.708 0.76

10 4.175 0.493 6.650 0.713 0.76

11 4.175 0.493 7.176 0.717 0.76

12 4.175 0.493 7.655 0.720 0.77

13 4.175 0.493 8.093 0.723 0.77

14 4.175 0.493 8.493 0.725 0.77
154° 4.175 0.493 8.684 0.725 0.77

Total: (K): (1): (m): (n):
Benchmark Ratio Since Inception: (+n)/(k+m): __

Individual Group, Individual Medicare Select, oro8p Medicare Select Only.

“SMSBP” = Standardized Medicare Supplement Berdfin - Use “P” for pre-standardized plans.
Year 1 is the current calendar year - 1. YeartBescurrent calendar year - 2 (etc.) (Examplehéfcurrent year is 1991, then: Year 1 is 199@r¥eis 1989, etc.)

For the calendar year on the appropriate line lnro (a), the premium earned during that year @dicies issued in that year.

These loss ratios are not explicitly used in conmguthe benchmark loss ratios. They are the lassg, on a policy year basis, which result incheulative loss ratios displayed on this workshe€hey are

shown here for informational purposes only.

To include the earned premium for all years prioas well as the 15th year prior to the current.yea
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REPORTING FORM FOR THE CALCULATION OF BENCHMARK RAD SINCE INCEPTION
FOR GROUP POLICIES FOR CALENDAR YEAR

TYPE SM5SBP
For the State of CompamyeN
NAIC Group Code NAIC CompanyeC
Address Person Giomgpechibit
Tige.... Telephomebs
@y (b (© (d) (e) ® )] (h) 0] @® (of
Year Earned Premium Factor (b)x(c) Cumulative LossdRati (d)x(e) Factor (b)x(9) Cumulative Loss Ratio (h)x(i) liep Year Loss Ratio
1 2.770 0.507 0.000 0.00 0.46
2 4.175 0.567 0.000 0.00 0.63
3 4.175 0.567 1.194 0.75 0.75
4 4.175 0.567 2.245 0.77]] 0.77
5 4.175 0.567 3.170 0.781 0.80
6 4.175 0.567 3.998 0.791 0.82
7 4.175 0.567 4.754 0.801 0.84
8 4.175 0.567 5.445 0.81] 0.87
9 4.175 0.567 6.075 0.81 0.88
10 4.175 0.567 6.65( 0.824 0.88
11 4.175 0.567 7.179 0.82 0.88
12 4.175 0.567 7.659 0.831 0.88
13 4.175 0.567 8.093 0.834 0.89
14 4.175 0.567 8.493 0.837 0.89
1545 4.175 0.567 8.684] 0.834 0.89
Total: (K): (): (m): (n):

Benchmark Ratio Since Inception: (I+n)/(k+m):

Individual Group, Individual Medicare Select, oroBp Medicare Select Only.

2 “SMSBP” = Standardized Medicare Supplement Beféin - Use “P” for pre-standardized plans.

Year 1 is the current calendar year - 1. YeartBascurrent calendar year - 2 (etc.) (Examplehdfcurrent year is 1991, then: Year 1 is 199@Gr\Zis 1989, etc.)
For the calendar year on the appropriate line ianso (a), the premium earned during that year @icjgs issued in that year.

These loss ratios are not explicitly used in coinguhe benchmark loss ratios. They are the lasss; on a policy year basis, which result in¢heulative loss ratios displayed on this workshéétey are shown
here for informational purposes only.

To include the earned premium for all years prioas well as the 15th year prior to the current.yea
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APPENDIX B [COMPANY NAME]
OUTLINE OF MEDICARE SUPPLEMENT COVERAGE -- COVER I¥: 1 of 2

Benefit-Plants)—finsertetter(s)of pltan{s)ritpeffered]Chart of Medicare Supplement Plans Sold for EffedDates on or After June 1, 2010

Fhese-charts-sholhis chart showthe benefits included in each of the standard Mediapplement plans. Every company must makeablaiPlan "A." Some plans may not be availableoiary
state. Plans E, H, | and J are no longer avaifablsale. [This sentence shall not appear aftee Jur?2011.]
See Outlines of Coverage sections for details aBbltplans

BASIC BENEFITSHorPlanrs#A:J

Hospitalization: Part A coinsurance plus coverage3b5 additional days after Medicare benefits end.

Medical Expenses: Part B coinsurance (generally @DBedicare-approved expenses) or co-payment$idspital outpatient services. Plans K, L and diiee insureds to pay a portion of Part B
coinsurance or co-payments.

Blood: First three pints of blood each year.

Hospice: Part A coinsurance

A B C D E F F* G H + 3 I
Basic Basic Basic Basic Baste-Berefits| Basic Basic Baste-Berefits | Baste-Berefits| Baste-Berefits
including including including including including including
100% Part B | 100% Part B | 100% Part B | 100% Part B 100% Part B | 100% Part B
coinsurance coinsurance coinsurance coinsurance coinsurance coinsurance
Skilled Skilled Skilted Skilled Skilled Skilted Skilted Skilted
Nursing Nursing Nursing Nursing Nursing Nursing Nursing Nursing
Facility Facility Faeitity Facility Facility Faeitity Faeitity Faeitity
Coinsurance | Coinsurance | €einstranee | Coinsurance | Coinsurance | €eiRsutanee | €oiRsuranree | €einsurance
Part A Part A Part A PartA Part A Part A PartA PartA PartA
Deductible Deductible Deductible Beduetible Deductible Deductible PBeduetible Beduetible Beduetible
Part B Part B PartB
Deductible Deductible Peduetible
Part B Excess| Part B Excess PartB-Exeess | PartB-Exeess
(100%) (8694L00%9 466%) 466%)
Foreign Foreign Foreign Foreign Foreign Foreign Foreign Foreign
Travel Travel Fravel Travel Travel Fravel Fravel Fravel
Emergency Emergency Emergeney Emergency Emergency Emergeney Emergeney Emergeney
AtHome AtHome AtHome AtHome
Reeoevery Reeoevery Reeoevery Reeoevery
Preventive Preventive
CareNOT CareNOT
eevered-by eevered-by
Metheare Metheare

*PlansPlanF ane-also-havehasan option called a high deductible PlanFantHdigthaetiblePtan. JFreseThis high deductible-ptans-palan payshe same benefits as Plarafadtdr one has paid a calendar year
[$369€200g deductible. Benefits from high deductibtePi&tanF are-will not begin until out-of-pocket expenses excEH69200J. Out-of-pocket expenses for this deductibleexeenses that would ordinarily
be paid by the policy. These expenses includd/ibdicare deductibles for Part A and Part B, buhdbinclude the plan’s separate foreign travel geecy deductible
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OUTLINE OF MEDICARE SUPPLEMENT COVERAGE -- COVER &k 2

Basic Benefits for Plans K and L include similangges as plans A-J, but cost-sharing for the blasitefits is at different levels.

3 =K =L M N
106%—ofPartAHospitalization-Censurance 166%—ofPart-AHoespitalization Basic, including 100% Part B | Basic, including 100% Part B
ptus-coverage-for-365-Days-after Coinstrance-plus-ecoveragefor365 | coinsurance coinsurance, except up to $2(
—Medieare BenefitsEnd Bayssafter co-payment for office visit and
56%—Hespice-cost-sharing —Medieare-BenefitsEnd up to $50 co-payment for ER
50%—ofMedicare-etigible-expensesifor thqd #5%—Hospice—cost-sharing

. Gits firstthreepints-of-bleed 5% —ofMetdicare-etigible-expenses
50%—PartB-Coinstrance;except100% | forthefirstthreepintsofblood
CoinsuranceforPartBPreventive-Services| #5%—PartB-Coinrsuraneeexeept
Hospitalization and preventive care paid at | $66%CoinsuranceforPart B
100%:; other basic benefits paid at 50% Preventive-Servieeldospitalization

and preventive care paid at 100%;
other basic benefits paid at 75%

SkitteeHNttsig 50% Skilled Nursing Facility Coinsurance 75%kill8d Nursing Facility Skilled Nursing Facility Skilled Nursing Facility

Cotnstrance Coinsurance Coinsurance Coinsurance

PartA-Deduetible 50% Part A Deductible 75% Part A Deductible 5Péwt A Deductible Part A Deductible

PartB-Deductible

PatrtB-Exeess{166%)

Fereign—TFravetEmergency Foreign Travel Emergency Foreign Travel Emergency

At-HomeReecovery

Preventive-Care-NOT<covered

by-Meticate
${46001-OutofPecket-AnnuattimitOut- | $f200610utefPecketArnual
of-Pocket limit $[4620]; paid at 100% after | Hmit=*— Qut-of-Pocket limit $[2310];
limit reached paid at 100% after limit reached
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APPENDIX C
MEDICARE SUPPLEMENT BENEFIT PLANS
PLAN A
MEDICARE (PART A) -- HOSPITAL SERVICES -- PER BENEFPERIOD
*A benefit period begins on the first day you reeeservice as an inpatient in a hospital and efidsyou have been out of the hospital and have
not received skilled care in any other facility &0 days in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board, genera
nursing and miscellaneous services
and supplies
First 60 days All but $[8761069 $0 $[8#61069 (Part A
61st thru 90th day All but $[249267 a day $[249267 a day deductible)
91st day and after: $0
- While using 60 lifetime reserve daysAll but $[438534 a day $[438534 a day
- Once lifetime reserve days are used: $0
- Additional 365 days $0 100% of Medicare Eligible
Expenses $0**
- Beyond the Additional 365 days$0 $0 All Costs
SKILLED NURSING FACILITY
CARE*
You must meet Medicare's
requirements, including having been jn
a hospital for at least 3 days and
entered a Medicare-approved facility
within 30 days after leaving the
hospital
First 20 days All approved amounts $0 $0
21st thru 100th day All but $[+69-50133.5Q a day $0 Up to $69-50133.50Q a day
101st day and after $0 $0 All Costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
Avaitable-astong-as-yowoctor All but very limited co-payment or| $06 Medicare co- Batanee$0
certifies-yotare-terminatty-Haneryol coinsurance for out-patient drugs| payment/coinsurance
eleettoreceive-these-servicésu and inpatient respite care
must meet Medicare’s requirements,
including a doctor’s certification of
terminal illness

*NOTICE: When your Medicare Part A hospital beitefire exhausted, the insurer stands in the piabtedicare and will pay whatever amount
Medicare would have paid for up to an additionad 8@ys as provided in the policy’s “Core Benefit®uring this time the hospital is prohibited
from billing you for the balance based on any défee between its billed charges and the amountddewould have paid.

Page 68



PLAN A

MEDICARE (PART B) -- MEDICAL SERVICES -- PER CALENER YEAR

*Once you have been billed{$1D85 of Medicare-Approved amounts for covered servigasich are noted with an asterisk), your Part B

deductible will have been met for the calendar year

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES -- IN OR
OUT OF THE HOSPITAL AND
OUTPATIENT HOSPITAL
TREATMENT, such as Physician's
services, inpatient and outpatient
medical and surgical services and
supplies, physical and speech
therapy, diagnostic test, durable
medical equipment

First $p60 135 of Medicare

Approved Amounts* $0 $0 $[366135 (Part B deductible)
Remainder of Medicare Approved | Generally 80% Generally 20% $0
Amounts
Part B Excess Charges $0 $0 All Costs
(Above Medicare Approved
Amount(s))
BLOOD
First 3 pints $0 All Costs $0
Next $fe0135 of Medicare $0 $0 $[366135 (Part B deductible)
Approved Amounts*
Remainder of Medicare Approved | 80% 20% $0
Amounts
CLINICAL LABORATORY 100% $0 $0
SERVICES - TESTS FOR
DIAGNOSTIC SERVICES
PARTS A&B
HOME HEALTH CARE
MEDICARE APPROVED
SERVICES
Medically necessary skilled care
services and medical supplies
-- Durable medical equipment 100% $0 $0
First $g60139 of Medicare $0 $0 $[366135 (Part B deductible)
Approved Amounts*
Remainder of Medicare Approved | 80% 20% $0
Amounts
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MEDICARE (PART A) -- HOSPITAL SERVICES -- PER BENEFPERIOD

PLAN B

*A benefit period begins on the first day you reeeservice as an inpatient in a hospital and efidsyou have been out of the hospital and have
not received skilled care in any other facility & days in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

HOSPITALIZATION*
Semiprivate room and board, general
nursing and miscellaneous
services and supplies

First 60 days All but $[8+61069 $[87#61069 (Part A deductible) | $0

61st thru 90th day All but $[239267] a day $[239267] a day $0

91st day and after:

- While using 60 lifetime reserve days All but $[438534 a day $[438534 a day $0

- Once lifetime reserve days are use(:

- Additional 365 days $0 100% of Medicare eligible $0**
expenses
- Beyond the additional 365 days | $0 $0 All costs

SKILLED NURSING FACILITY
CARE*
You must meet Medicare's requirements,
including having been in a hospital
for at least 3 days and entered a
Medicare-approved facility within 30
days after leaving the hospital

First 20 days All approved amounts $0 $0

21st thru 100th day All but $[+69-50133.50 a $0 Up to $69-50133.5Q a day

day

101st day and after $0 $0 All costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
Avaitable-astonrg-as-youwoctoreertifies | All but very limited_co- $6 Medicare co- Batanee$0
yot-are-terminaty--ant-yoteteet to payment oicoinsurance for payment/coinsurance
recetve-these-servic@®uU must meet out-patient drugs and
Medicare’s requirements, including a | inpatient respite care
doctor’s certification of terminal illness

*NOTICE: When your Medicare Part A hospital betefare exhausted, the insurer stands in the pladedicare and will pay whatever amount
Mediacare would have paid for up to an additioré® 8ays as provided in the policy’s “Core Ben€fitBuring this time the hospital is prohibited
from billing you for the balance based on any défee between its billed charges and the amountddewould have paid.
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PLAN B
MEDICARE (PART B) -- MEDICAL SERVICES -- PER CALENBER YEAR

*Once you have been billed#f 135 of Medicare-Approved amounts for covered servigasich are noted with an asterisk), your Part Budgible
will have been met for the calendar year.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

MEDICAL EXPENSES -- IN OR OUT OF
THE HOSPITAL AND

OUTPATIENT HOSPITAL TREATMENT,
such as physician 'sservices, inpatient and
outpatient medical and surgical services an
supplies, physical and speech therapy,
diagnostic test, durable medical

equipment
First $60139 of Medicare Approved $0 $0 $[+60139 (Part B deductible)
Amounts*
Remainder of Medicare Approved Generally 80% Generally 20% $0
Amounts
Part B Excess Charges $0 $0 All Costs
(Above Medicare Approved Amounts)
BLOOD
First 3 pints $0 All Costs $0
Next $(60135 of Medicare Approved
Amounts* $0 $0 $[100] (Part B deductible)
Remainder of Medicare Approved
Amounts 80% 20% $0
CLINICAL LABORATORY SERVICES - 100% $0 $0

TESTS FOR DIAGNOSTIC SERVICES

PARTS A &B
HOME HEALTH CARE MEDICARE
APPROVED SERVICES
Medically necessary skilled care services anjd
medical supplies
-- Durable medical equipment 100% $0 $0
First $f£60135 of Medicare Approved $0 $0 $[100] (Part B deductible)
Amounts*
Remainder of Medicare Approved Amounts| 80% 20% $0
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PLAN C

MEDICARE (PART A) -- HOSPITAL SERVICES -- PER BENEFPERIOD

*A benefit period begins on the first day you reeeservice as an inpatient in a hospital and eftdsybu have been out of the hospital and have not

received skilled care in any other facility for 6@ys in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

HOSPITALIZATION*
Semiprivate room and board, general
nursing and miscellaneous services and
supplies

First 60 days All but $[8+61069 $[8761069 (Part A deductible) | $0

61st thru 90th day All but $[2+9267] a day $[219267 a day $0

91st day and after

- While using 60 lifetime reserve daysAll but $[438534 a day $[438534)] a day $0

- Once lifetime reserve days are us¢d:

- Additional 365 days $0 100% of Medicare Eligible $0**
Expenses
- Beyond the additional 365 days| $0 $0 All Costs

SKILLED NURSING FACILITY
CARE*
You must meet Medicare's
requirements,
including having been in a hospital
for at least 3 days and entered a
Medicare-approved facility within 30
days after leaving the hospital

First 20 days All approved amounts $0 $0

21st thru 100th day All but $[+69-50133.5Q a day Up to $69-50133.5Q a day $0

101st day and after $0 $0 All Costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
Avaitable-astong-as-youwoctor All but very limited co-payment | $0 Medicare co- Batanee$0
cettifies-yotrare-terminatty-Hane-you | or coinsurance for out-patient payment/coinsurance
eleettoreceivethese-servicésu must | drugs and inpatient respite care
meet Medicare’s requirements,
including a doctor’s certification of
terminal iliness

*NOTICE: When your Medicare Part A hospital bengfare exhausted, the insurer stands in the pfadedicare and will pay whatever amount Mediacaoelld

have paid for up to an additional 365 days as peavin the policy’s “Core Benefits.” During thisne the hospital is prohibited from billing you fibre balance based
on any difference between its billed charges aedthount Medicare would have paid.
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PLAN C

MEDICARE (PART B) -- MEDICAL SERVICES -- PER CALENBER YEAR

*Once you have been billed-$f2a85 of Medicare-Approved amounts for covered servigdsich are noted with an asterisk), your Part B
deductible will have been met for the calendar year

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES -- IN OR OUT OF
THE HOSPITAL AND OUTPATIENT
HOSPITAL TREATMENT, such as

medical and surgical services and supplies,
physical and speech therapy, diagnostic tes
durable medical equipment,

First $(460135 of Medicare Approved
Amounts*

Remainder of Medicare Approved Amoun

Physician's services, inpatient and outpatient

L,

$0

sGenerally 80%

$[466135 (Part B deductible)

Generally 20%

$0
$0

Part B Excess Charges
(Above Medicare Approved Amounts)

$0

$0

All Costs

BLOOD

First 3 pints

Next $460135 of Medicare Approved
Amounts*

Remainder of Medicare Approved Amounts

$0
$0

80%

All Costs
$[366135 (Part B deductible)

20%

$0
$0

$0

CLINICAL LABORATORY SERVICES -

100%

TESTS FOR DIAGNOSTIC SERVICES

$0

$0

PARTS A& B

HOME HEALTH CARE MEDICARE
APPROVED SERVICES

Medically necessary skilled care services a|
medical supplies

-- Durable medical equipment

First $(60135 of Medicare Approved
Amounts*

Remainder of Medicare Approved Amounts

hd

$0

80%

100%

$0
$[466135 (Part B deductible)

20%

$0
$0

$0

OTHER BENEFITS -- NOT COVERED BY MEDICARE

FOREIGN TRAVEL -- NOT COVERED BY
MEDICARE
Medically necessary emergency care servic
beginning during the first 60 days of each tr
outside the USA
First $250 each Calendar Year
Remainder of Charges

PS
p

$0
$0

$0
80% to a lifetime maximum
benefit of $50,000

$250
20% and amounts over thd
$50,000 lifetime maximum
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PLAN D
MEDICARE (PART A) -- HOSPITAL SERVICES -- PER BENET PERIOD

*A benefit period begins on the first day you reeeservice as an inpatient in a hospital and eftdsybu have been out of the hospital and have not
received skilled care in any other facility for 68@ys in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

HOSPITALIZATION*
Semiprivate room and board, general
nursing and miscellaneous services angl
supplies

First 60 days All but $[8+61069 $[8761069 (Part A deductible) $0

61st thru 90th day All but $[2+9267] a day $[239267 a day $0

91st day and after

- While using 60 lifetime reserve days All but $[438534 a day $[438534)] a day $0

- Once lifetime reserve days are use(:

- Additional 365 days $0 100% of Medicare Eligible $O**
Expenses
- Beyond the additional 365 days | $0 $0 All Costs

SKILLED NURSING FACILITY
CARE*
You must meet Medicare's requirements,
including having been in a hospital
for at least 3 days and entered a
Medicare-approved facility within 30
days after leaving the hospital

First 20 days All approved amounts $0 $0

21st thru 100th day All but $[369-50133.5Q a day | Up to $F689-50133.5Q a day $0

101st day and after $0 $0 All Costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
Avaitable-astonrg-as-youwoctereertifies | All but very limited_co- $6 Medicare co- Batanee$0
yot-are-terminaty--ant-yoteteet to payment oicoinsurance for payment/coinsurance
recetve-these-servic@®uU must meet out-patient drugs and inpatien
Medicare’s requirements, including a | respite care
doctor’s certification of terminal illness

*NOTICE: When your Medicare Part A hospital bengfare exhausted, the insurer stands in the pfadedicare and will pay whatever amount Mediacacell\d
have paid for up to an additional 365 days as peavin the policy’s “Core Benefits.” During thisne the hospital is prohibited from billing you fibre balance based
on any difference between its billed charges aedthount Medicare would have paid.
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PLAN D
MEDICARE (PART B) -- MEDICAL SERVICES -- PER CALENBER YEAR

*Once you have been billed-$f2a85 of Medicare-Approved amounts for covered servigdsich are noted with an asterisk), your Part B
deductible will have been met for the Calendar Year

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

MEDICAL EXPENSES -- IN OR OUT OF
THE HOSPITAL AND OUTPATIENT
HOSPITAL TREATMENT, such as
Physician's services, inpatient and outpatient
medical and surgical services and supplies,
physical and speech therapy, diagnostic test
durable medical equipment,

First $(460135 of Medicare Approved $0 $0 $[460 139 (Part B deductible)
Amounts*
Remainder of Medicare Approved Amountg Generally 80% Generally 20% $0
Part B Excess Charges $0 $0 All Costs
(Above Medicare Approved Amounts)
BLOOD
First 3 pints $0 All Costs $0
Next $460135 of Medicare Approved $0 $0 $[460 139 (Part B deductible)
Amounts*
Remainder of Medicare Approved Amounts | 80% 20% $0
CLINICAL LABORATORY SERVICES - 100% $0 $0

TESTS FOR DIAGNOSTIC SERVICES

PARTS A&B

HOME HEALTH CARE

MEDICARE APPROVED SERVICES
Medically necessary skilled care services ang
medical supplies
-- Durable medical equipment 100% $0 $0

First $(60135 of Medicare Approved $0 $0 $[460 139 (Part B deductible)
Amounts*
Remainder of Medicare Approved Amounts | 80% 20% $0
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PLAN D

MEDICARE (PARTS A & B) - (continued)

MEBICAREPAYS

PEAN-PAYS

—
=
=

88

OTHER BENEFITS -- NOT COVERED BY MEDICARE

FOREIGN TRAVEL -- NOT COVERED BY
MEDICARE
Medically necessary emergency care servic
beginning during the first 60 days of each tr
outside the USA
First $250 each Calendar Year
Remainder of Charges

PS
p

$0
$0

$0
80% to a lifetime maximum
benefit of $50,000

$250
20% and amounts over the
$50,000 lifetime maximum
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PLAN F or HIGH DEDUCTIBLE PLAN F
MEDICARE (PART A) -- HOSPITAL SERVICES -- PER BENEFPERIOD

*A benefit period begins on the first day you reeeservice as an inpatient in a hospital and efidsyou have been out of the hospital and have not
received skilled care in any other facility for 6@ys in a row.

[*This high deductible plan pays the same benefgdlan F after one has paid a calendar yearg5283J deductible. Benefits from the high
deductible Plan F will not begin until out-of-potlexpenses are {$62W0(J. Out-of pocket expenses for this deductibleeaeenses that would
ordinarily be paid by the policy. This includeg tedicare deductibles for Part A and Part B, lm&sdohot include the plan’s separate foreign travel
emergency deductible.]

SERVICES MEDICARE PAYS [AFTER YOU PAY [IN ADDITION TO
$[+6962000 $[+6962000
DEDUCTIBLE,* DEDUCTIBLE,*
PLAN PAYS YOU PAY

HOSPITALIZATION*
Semiprivate room and board, general
nursing and miscellaneous services angl
supplies

First 60 days All but $[8+6 1069 $[8#61069 (Part A Deductible)| $0

61st thru 90th day All but $[239267] a day $[239267 a day $0

91st day and after

- While using 60 lifetime reserve days All but $[438534] a day $[438534 a day $0

- Once lifetime reserve days are used:

- Additional 365 days $0 100% of Medicare Eligible $O***
Expenses
- Beyond the additional 365 days | $0 $0 All Costs

SKILLED NURSING FACILITY
CARE*
You must meet Medicare's requirements,
including having been in a hospital
for at least 3 days and entered a
Medicare-approved facility within 30
days after leaving the hospital

First 20 days All approved amounts $0 $0

21st thru 100th day All but $[369-50133.5Q a day Up to $[69-560133.50 a day $0

101st day and after $0 $0 All Costs
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PLAN F or HIGH DEDUCTIBLE PLAN F

MEDICARE (PART A) -- HOSPITAL SERVICES -- PER BENEFPERIOD -- (continued)

SERVICES MEDICARE PAYS [AFTER YOU PAY [IN ADDITION TO

$[+696200Q $[+696200Q
DEDUCTIBLE,* DEDUCTIBLE,*

PLAN PAYS YOU PAY

BLOOD

First 3 pints $0 3 pints $0

Additional amounts 100% $0 $0

HOSPICE CARE

Avaitable-astongasyowoctor | All but very limited_ co-payment or $06 Medicare co- Bataree$0

certiftes-yotare-terminathy-ttand coinsurance for out-patient drugs and payment/coinsurance

yoteleettoreceive-these-servicgsnpatient respite care

You must meet Medicare’s

requirements, including a doctor|s

certification of terminal illness

***NOTICE: When your Medicare Part A hospital beitefare exhausted, the insurer stands in the piibtedicare and will pay whatever amount
Mediacare would have paid for up to an additioré8 8ays as provided in the policy's “Core BenéfitBuring this time the hospital is prohibited
from billing you for the balance based on any défee between its billed charges and the amouniddegiwould have paid.
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PLAN F OR HIGH DEDUCTIBLE PLAN F

MEDICARE (PART B) -- MEDICAL SERVICES -- PER CALENER YEAR

*Once you have been billed-$f2@35 of Medicare-Approved amounts for covered servigdsich are noted with an asterisk), your Part B

deductible will have been met for the calendar year

[*This high deductible plan pays the same or afféte same benefits as Plan F after one has pailbadar year [$369900( deductible. Benefits
from the high deductible Plan F will not begin liotit-of-pocket expenses are{$+6200J. Out-of-pocket expenses for this deductible are
expenses that would ordinarily be paid by the golithis includes the Medicare deductibles for Paaind Part B, but does not include the plan’s

separate foreign travel emergency deductible.]

SERVICES MEDICARE PAYS

[AFTER YOU PAY
$[+6962000

DEDUCTIBLE,*]
PLAN PAYS

[IN ADDITION TO
$[+6962000
DEDUCTIBLE,*|
YOU PAY

MEDICAL EXPENSES -- IN OR OUT OF
THE HOSPITAL AND OUTPATIENT
HOSPITAL TREATMENT, such as
Physician's services, inpatient and outpatient
medical and surgical services and supplies,
physical and speech therapy, diagnostic tes}s,
durable medical equipment,

First ${£60135 of Medicare Approved $0 $[3+60135 (Part B deductible | $0
Amounts*

Remainder of Medicare Approved AmounisGenerally 80% Generally 20% $0
Part B Excess Charges $0 100% $0
(Above Medicare Approved Amounts)

BLOOD
First 3 pints $0 All Costs $0
Next ${£60135 of Medicare Approved $0 $[+60135 (Part B deductible) | $0
Amounts*
Remainder of Medicare Approved Amounts| 80% 20% $0
CLINICAL LABORATORY SERVICES - 100% $0 $0
TESTS FOR DIAGNOSTIC SERVICES

PARTSA&B
HOME HEALTH CARE
MEDICARE APPROVED SERVICES
Medically necessary skilled care services and
medical supplies
-- Durable medical equipment 100% $0 $0
First ${£60135 of Medicare Approved $0 $[3+60135 (Part B deductible) | $0
Amounts*
Remainder of Medicare Approved Amounts| 80% 20% $0
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PLAN F OR HIGH DEDUCTIBLE PLAN F
MEDICARE (PART B) -- MEDICAL SERVICES -- PER CALENBER YEAR -- (continued)

OTHER BENEFITS -- NOT COVERED BY MEDICARE

SERVICES MEDICARE PAYS [AFTER YOU PAY [IN ADDITION TO $[#696-2000
$[16962000 DEDUCTIBLE,**| DEDUCTIBLE,*]
PLAN PAYS YOU PAY

FOREIGN TRAVEL -- NOT COVERED
BY MEDICARE

Medically necessary emergency care
services beginning during the first 60 days
of each trip outside the USA

First $250 each calendar year $0 $0 $250
Remainder of Charges $0 80% to a lifetime maximum benefit 20% and amounts over the
of $50,000 $50,000 lifetime maximum
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PLAN G

MEDICARE (PART A) -- HOSPITAL SERVICES -- PER BENEFPERIOD

*A benefit period begins on the first day you reeeservice as an inpatient in a hospital and efidsyou have been out of the hospital and have not
received skilled care in any other facility for 68ys in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

HOSPITALIZATION*
Semiprivate room and board, general
nursing and miscellaneous services angl
supplies

First 60 days All but $[8#6:1069 $[8#61068 (Part A Deductible)| $0

61st thru 90th day All but $[239267] a day $[239267) a day $0

91st day and after

- While using 60 lifetime reserve days All but $[438534] a day $[438534 a day $0

- Once lifetime reserve days are used:

- Additional 365 days $0 100% of Medicare Eligible $0**
Expenses
- Beyond the additional 365 days | $0 $0 All Costs

SKILLED NURSING FACILITY
CARE*
You must meet Medicare's requirements,
including having been in a hospital
for at least 3 days and entered a
Medicare-approved facility within 30
days after leaving the hospital

First 20 days All approved amounts $0 $0

21st thru 100th day All but $[369-50133.5Q a day Up to $[69-560133.5Q a day $0

101st day and after $0 $0 All Costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
Avaitable-astongas-youweetor—eertifies | All but very limited co-payment or| $6-Medicare co- Bataree$0
yotare-terminatty-Hant-yotetect to coinsurance for out-patient drugs| payment/coinsurance
receive-these-servic@®uU must meet and inpatient respite care
Medicare’s requirements, including a
doctor’s certification of terminal illness

*NOTICE: When your Medicare Part A hospital bertgfare exhausted, the insurer stands in the pfadedicare and will pay whatever amount Mediacaceild have
paid for up to an additional 365 days as providethé policy’s “Core Benefits.” During this timed hospital is prohibited from billing you for thalance based on

any difference between its billed charges and

theust Medicare would have paid.
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PLAN G
MEDICARE (PART B) -- MEDICAL SERVICES -- PER CALENER YEAR

*Once you have been billed-$3285.5Q of Medicare-Approved amounts for covered servigdsich are noted with an asterisk), your Part B
deductible will have been met for the calendar year

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

MEDICAL EXPENSES -- IN OR OUT OF
THE HOSPITAL AND OUTPATIENT
HOSPITAL TREATMENT, such as
Physician's services, inpatient and outpatient
medical and surgical services and supplies,
physical and speech therapy, diagnostic tes},
durable medical equipment,

First ${£06135 of Medicare Approved $0 $0 $[366135 (Part B deductible)
Amounts*
Remainder of Medicare Approved AmounisGenerally 80% Generally 20% $0
Part B Excess Charges $0 86100% 20%3%0
(Above Medicare Approved Amounts)
BLOOD
First 3 pints $0 All Costs $0
Next ${£66135 of Medicare Approved $0 $0 $[366135 (Part B deductible)
Amounts*
Remainder of Medicare Approved Amounts| 80% 20% $0
CLINICAL LABORATORY SERVICES - 100% $0 $0

TESTS FOR DIAGNOSTIC SERVICES

PARTS A& B

HOME HEALTH CARE

MEDICARE APPROVED SERVICES
Medically necessary skilled care services and
medical supplies
-- Durable medical equipment 100% $0 $0

First ${£66135 of Medicare Approved $0 $0 $[366135 (Part B deductible)
Amounts*
Remainder of Medicare Approved Amounty 80% 20% $0
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PLAN G

MEDICARE (PARTS A & B) -- (continued)

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

t Batanee

OTHER BENEFITS - NOT COVERED BY MEDICARE

FOREIGN TRAVEL -- NOT COVERED BY
MEDICARE Medically necessary emergenc
care services beginning during the first 60
days of each trip outside the USA
First $250 each Calendar Year
Remainder of Charges

$0
$0

$0
80% to a lifetime maximum
benefit of $50,000

$250
20% and amounts over the
$50,000 lifetime maximum
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SERWEES MEBICAREPAYS PEAN-PAYS YOU-PAY
FOREIGN-TRAVEL—NOTCOVYERED-BY
MEBICAREMedicaltynecessary-emergenc
care-services-beginning-duringthefirst 60
days-ofeachtripottside-the YSA
—First $256-each-Calendar-Year $0 $0 $250
—Remainderofeharges $6 86%-to—atifetimemeaximumbenef|t 26%-ant-amotntsover
of$56,660 the-$56;606fetime
iicraiaat=n)
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SERWEES MEBICAREPAY PEANPAYS YOU-PAY
HOMEHEAETH-EARE—(Conte:) -
ATHOMERECOVERY-SERVMEES—NOT
COVEREDBY-MEBICARE————
Homecare—certifiea-by-your-doctor-for
persenatecare-gufingrecovery-fromantajury
ot-stekressfor-which-Medicare—approved a
HemeCareFreatmentPlan $6 Acttat-Chargesto-$40 a | Batance
—Benefitforeachvisit visit
$0
—Number-of-visits-covereeHmust be Yp-tethenumberof
. s ks ; it
—ofHastMedieare-approved-visit) $6 nottoexeeedrFeach-wee
$1:660
—€Calentdar-YearMeaximtm
OTHERBENEFHTFS—NOT-COVERED-BY-MEBICARE
FOREIGN-TRAVEL—NOTCOVYERED-BY
MEBICAREMedicaltynecessary-emergenc
. o e the firat 60
daysefeachtripottsidethe JSA $0 $9 $250
—First$2560-each-CatendarYear $6 86%-to-a-tifetime 20%-antdamotntsoverthe
—Remainderoef-Charges maxdmur-berefitof $50,006ifetime-meaxdmum
$56;660
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PARFSA-&BHcontinted)
SERWEES MEBICAREPAYS AFFER-OUPAY HN-ABBIHON-TO-$11696]
$11696] BEBUEHBEE T
BEBUEHBEE T YOU-PAY
PEANPAYS
HOMEHEALTH-EARE—(Conte:) -
ATHOMERECOVERY-SERVMEES—NOT
COVEREDBY-MEBICARE—————
Homecare—certifiea-by-your-doctor-for
persenateare-gufingrecovery-fromantajury
otr-stckressfor-which-Medicare—approved a
HemeCareFreatmentPlan $6 Acttat-Chargesto-$40 a | Batance
—Benefitforeachvisit vistt
$0
—Number-oef-visits-covereeHmust be Yp-tethentmberof
recetrethwithin-8-weeks MethicareApproved-visits
—ofHastMedicare-approved-visit) $6 nottoexceedrFeachweek
$17600
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PLAN K

* You will pay half the cost-sharing of some cos@ services until you reach the annual out-of-potiknit of $[4666462Q each calendar year. The
amounts that count toward your annual limit areedatith diamonds«) in the chart below. Once you reach the annuat,lthe plan pays 100% of your
Medicare copayment and coinsurance for the reteotalendar year. However, this limit does NOdlude charges from your provider that exceed
Medicare-approved amounts (these are called “ExCassges”) and you will be responsible for payihig difference in the amount charged by your

provider and the amount paid by Medicare for

thenibr service.

MEDICARE (PART A)—HOSPITAL SERVICES—PER BENEFIT PEBD

** A benefit period begins on the first day you ede service as an inpatient in a hospital and afiés you have been out of the hospital and hate n
received skilled care in any other facility for 68ys in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY*

HOSPITALIZATION**

Semiprivate room and board, general

nursing and miscellaneous services and

supplies

First 60 days All but $[8761069 $[438534(50% of Part A | $[438534(50% of Part A
deductible) deductibley

61 thru 90th day All but $[249267] a day $[219267] a day $0

91st day and after:

—While using 60 lifetime reserve days All but $[438534 a day $[438534 a day $0

—Once lifetime reserve days are used:

—Additional 365 days $0 100% of Medicare eligible | $0**
expenses
—Beyond the additional 365 days $0 $0 All costs

SKILLED NURSING FACILITY CARE**

You must meet Medicare’s requirements,

including having been in a hospital for at legst

3 days and entered a Medicare-approved

facility

Within 30 days after leaving the hospital All approved amounts $0 $0

First 20 days

21%thru 100th day All but $[369-50133.50 a day | Up to $[54-7566.79 a day | Up to $[54-7566.79 a day+
$0

101st day and after $0 All costs

BLOOD

First 3 pints $0 50% 509

Additional amounts 100% $0 $0

HOSPICE CARE Generaltymostieticare

Avaitable-astongas-yowoctorcertifiesyou | efigible-expensedll but very 50% of coinsurance or co-| 50% of coinsurance or co-

are-terminatty-tant-yotetecttorecetve-thgsémited co-payment or payments payment¢

servicesYou must meet Medicare’s coinsurancdor out-patient

requirements, including a doctor’s certificatiprdrugs and inpatient respite cafe

of terminal illness

(continued)

#»**NOTICE: When your Medicare Part A hospital befits are exhausted, the insurer stands in the piidedicare and will pay whatever amount Medicare
would have paid for up to an additional 365 dayprasided in the policy’s “Core Benefits.” Duringis time the hospital is prohibited from billingyo
for the balance based on any difference betwediliésl charges and the amount Medicare would tpaie.
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MEDICARE (PART B)—MEDICAL SERVICES—PER CALENDAR YER

PLAN K

*** Once you have been billed $f0085 of Medicare-approved amounts for covered seriadsch are noted with an asterisk), your Part Budgible

will have been met for the calendar year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY*

MEDICAL EXPENSES—
IN OR OUT OF THE HOSPITAL AND
OUTPATIENT HOSPITAL TREATMENT,
such as Physician’s services, inpatient and
outpatient medical and surgical services andl
supplies, physical and speech therapy,
diagnostic tests, durable medical equipment,
First ${£66135 of Medicare
Approved Amounts****

Preventive Benefits for

Medicare covered services

Remainder of Medicare
Approved Amounts

$0

Generally 75% or more of
Medicare approved amounts

Generally 80%

$0

Remainder of Medicare
approved amounts

Generally 10%

$[466135 (Part B
deductible)*** ¢

All costs above Medicare
approved amounts

Generally 109#

Amounts****

Remainder of Medicare Approved
Amounts

Generally 80%

Part B Excess Charges $0 $0 All costs (and they do not

(Above Medicare Approved Amounts) count toward annual out-of-
pocket limit of [$46860
4620)

BLOOD

First 3 pints $0 50% 5090

Next $[+66135 of Medicare Approved $0 $0 $[+66135 (Part B

Generally 10%

deductible)*** ¢

Generally 109#

CLINICAL LABORATORY
SERVICES—TESTS FOR DIAGNOSTIC
SERVICES

100%

$0

$0

(continued)

* This plan limits your annual out-of-pocket paym®for Medicare-approved amounts te-$f4@82(J per year. However, this limit does NOT include
charges from your provider that exceed Medicaer@ved amounts (these are called “Excess Charges’you will be responsible for paying this
difference in the amount charged by your providet the amount paid by Medicare for the item oriserv
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PLAN K

PARTS A& B

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY*

HOME HEALTH CARE

MEDICARE APPROVED SERVICES
Medically necessary skilled care services ar
medical supplies

—Durable medical equipment

—First ${466135 of Medicare Approved
Amounts****

100%

$0

—Remainder of Medicare Approved Amoun

rﬂo%

$0
$0

10%

$0

10906

$[366135 (Part B deductibley

+*Medicare benefits are subject to change. Rlea@onsult the late§uide to Health Insurance for People with Medicare.
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PLAN L

* You will pay one-fourth of the cost-sharingsafme covered services until you reach the annuadfepocket limit of ${266€2317 each calendar year.
The amounts that count toward your annual limitrered with diamond®#{ in the chart below. Once you reach the annuaat,lthe plan pays 100% of
your Medicare copayment and coinsurance for thteofébe calendar year. However, this limit do&3TNnclude charges from your provider that exceed
Medicare-approved amounts (these are called “ExClssges”) and you will be responsible for payihig difference in the amount charged by your

provider and the amount paid by Medicare for teeibr service.

MEDICARE (PART A)—HOSPITAL SERVICES—PER BENEFIT PEBD

** A benefit period begins on the first day you ede service as an inpatient in a hospital and eftds you have been out of the hospital and hate n

received skilled care in any other facility for 6@ys in a row.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY*

HOSPITALIZATION**
Semiprivate room and board, general nursir]
and miscellaneous services and supplies
First 60 days

61st thru 90th day

91st day and after:
—While using 60 lifetime reserve days
—Once lifetime reserve days are used:

g

All but $[8761069

All but $[239267] a day

All but $[438534] a day

$[657808.5Q (75% of Part
A deductible)

$[24+9267] a day

$[438534 a day

B[2+9267] (25% of Part A
deductibley

$0
$0

Avaitable-astongasyooctoreertifiesyou
i | :

All but very
limited co-payment or

servieesYou must meet Medicare’s

payments

—Additional 365 days $0 100% of Medicare eligible [$0***
expenses
—Beyond the additional 365 days $0 $0 All costs
SKILLED NURSING FACILITY CARE**
You must meet Medicare’s requirements,
including having been in a hospital for at legst
3 days and entered a Medicare-approved
facility
\Within 30 days after leaving the hospital All approved amounts $0 $0
First 20 days
21% thru 100th day All but $[+69-50133.5Q a day [Up to $[B233100.13 a Up to $[273733.39 a day
day
101st day and after $0 $0 All costs
BLOOD
First 3 pints $0 75% 25908
Additional amounts 100% $0 $0
HOSPICE CARE . . .
: (Generattymostieticare 75% of coinsurance or co-|25% of coinsurance or co-

payment#

coinsurancdor out-patient drugs

requirements, including a doctor’s certificatiGr—— L -
and inpatient respite care

of terminal illness

(continued)
*** NOTICE: When your Medicare Part A hospital kedits are exhausted, the insurer stands in thegliMedicare and will pay whatever amount Medicaoeld have
paid for up to an additional 365 days as providethe policy’s “Core Benefits.” During this timeethospital is prohibited from billing you for thalance based on any
difference between its billed charges and the ambladicare would have paid.
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PLAN L
MEDICARE (PART B)—MEDICAL SERVICES—PER CALENDAR YER

** Once you have been billed $f3eB5 of Medicare-approved amounts for covered seriabsch are noted with an asterisk), your Part Budgible
will have been met for the calendar year.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY*
MEDICAL EXPENSES—
IN OR OUT OF THE HOSPITAL
AND OUTPATIENT HOSPITAL
TREATMENT, such as Physi-cian’s
services, inpatient and outpatient
medical and surgical services and
supplies, physical and speech therapy,
diagnostic tests, durable medical
equipment,
First $g66135 of Medicare $0 $0 $[206135 (Part B
Approved Amounts**** deductible)**** 4
Preventive Benefits for Medicare Generally 75% or more of | Remainder of Medicarg All costs above Medicare
covered services Medicare approved amounisapproved amounts approved amounts
Remainder of Medicare Approved | Generally 80% Generally 15% Generally 59#
Amounts
Part B Excess Charges $0 $0 All costs (and they do not count
(Above Medicare Approved Amounts) toward annual out-of-pocket
limit of [$2600231(0)*
BLOOD
First 3 pints $0 75% 259
Next $g06135 of Medicare $0 $0 $[+66139 (Part B deductibley
Approved Amounts****
Remainder of Medicare Approved | Generally 80% Generally 15% Generally 5%
Amounts
CLINICAL LABORATORY
SERVICES—TESTS FOR
DIAGNOSTIC SERVICES 100% $0 $0

(continued)

* This plan limits your annual out-of-pocket paymefiotsMedicare-approved amounts to-$f2€ZBLJ per year. However, this limit does NOT
include charges from your provider that exceed Madi-approved amounts (these are called “Excesg€sia and you will be responsible for paying
this difference in the amount charged by your pteviand the amount paid by Medicare for the iterseovice.
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PLAN L

PARTS A& B

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY*

HOME HEALTH CARE

MEDICARE APPROVED SERVICES
Medically necessary skilled care services g
medical supplies

—Durable medical equipment

—First ${460135 of Medicare Approved
Amounts****

—Remainder of Medicare Approved
Amounts

$0

80%

100%

$0
$0

15%

$0

$[386135 (Part B deductibley

5% ¢

++rMedicare benefits are subject to change. Rle@onsult the late§&uide to Health Insurance for People with Medicare.—
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PLAN M

MEDICARE (PART A)—HOSPITAL SERVICES—PER BENEFIT PEBD

*A benefit period begins on the first day you reeeservice as an inpatient in a hospital and eftds you have been out of the hospital and have not
received skilled care in any other facility for 6@ys in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

HOSPITALIZATION*
Semiprivate room and board, general nursing
and miscellaneous services and supplies

First 60 days All but $[1068] $[534] (50% of Part A deductibld) $[534] (50% of Part A
deductible)
61st thru 90th day All but $[267] a day $[267] a day $0
91st day and after:
—While using 60 lifetime reserve days All but $[ 534] a day $[534] a day $0
—Once lifetime reserve days are
used: $0**
—Additional 365 days $0 100% of Medicare eligible
expenses
—Beyond the additional 365 days $0 $0 All costs

SKILLED NURSING FACILITY CARE*

You must meet Medicare’s requirements,
including having been in a hospital for at
least 3 days and entered a Medicare-apprqved
facility
Within 30 days after leaving the hospital All approved amounts $0 $0

First 20 days o o

22%' thru 100th day All but $[133.50] a day Up to $[133.50] a day $0
101st day and after $0 $0 All costs
BLOOD

First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0

HOSPICE CARE

You must meet Medicare’s requirements,
including a doctor’s certification of terminal
illness

o

All but very limited co-paymen{ Medicare co-payment/coinsuran¢es
or coinsurance for out-patient
drugs and inpatient respite calle

(continued)
*NOTICE: When your Medicare Part A hospital beiteefire exhausted, the insurer stands in the plabtedicare and will pay whatever amount Medicaceild have
paid for up to an additional 365 days as provigethe policy’s “Core Benefits.” During this timeettnospital is prohibited from billing you for thalance based on any
difference between its billed charges and the amblaticare would have paid.
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PLAN M

MEDICARE (PART B)—MEDICAL SERVICES—PER CALENDAR YER

*Once you have been billed $[135] of Medicare-appamounts for covered services (which are noiduam asterisk), your Part B deductible will

have been met for the calendar year.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
MEDICAL EXPENSES—
IN OR OUT OF THE HOSPITAL
AND OUTPATIENT HOSPITAL
TREATMENT, such as Physi-cian’s
services, inpatient and outpatient
medical and surgical services and
supplies, physical and speech therapy
diagnostic tests, durable medical
equipment,
First $[135] of Medicare Approved $0 $0 $[135 (Part B
Amounts* deductible)
Remainder of Medicare Approved Generally 80% Generally 20% $0
Amounts
Part B Excess Charges $0 $0 All costs
(Above Medicare Approved Amounts)
BLOOD
First 3 pints $0 All Costs $0
Next $E66135 of Medicare Approved | $0 $0 $[135 (Part B
Amounts**** deductible)
Remainder of Medicare Approved 80% 20% $0
Amounts
CLINICAL LABORATORY
SERVICES—TESTS FOR
DIAGNOSTIC SERVICES 100% $0 $0
OTHER BENEFITS - NOT COVERED BY MEDICARE
FOREIGN TRAVEL -- NOT COVERED BY
MEDICARE Medically necessary emergenc
care services beginning during the first 60
days of each trip outside the USA
First $250 each Calendar Year $0 $0 $250
Remainder of Charges $0 80% to a lifetime maximum beneffR0% and amounts over thd
of $50,000 $50,000 lifetime maximum
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PLAN N

MEDICARE (PART A)—HOSPITAL SERVICES—PER BENEFIT PEBD

*A benefit period begins on the first day you reeeservice as an inpatient in a hospital and efids you have been out of the hospital and have not
received skilled care in any other facility for 6@ys in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

HOSPITALIZATION*
Semiprivate room and board, general nursirlg
and miscellaneous services and supplies

First 60 days All but $[1068] $[1068 (Part A deductible) | $0

61st thru 90th day All but $[267] a day $[267] a day $0

91st day and after:

—While using 60 lifetime reserve days All but $[ 534] a day $[534] a day $0
—Once lifetime reserve days are used:
—Additional 365 days $0 100% of Medicare eligible | $0**
expenses

—Beyond the additional 365 days $0 $0 All costs

SKILLED NURSING FACILITY CARE*
You must meet Medicare’s requirements,
including having been in a hospital for at ledst
3 days and entered a Medicare-approved
facility

Within 30 days after leaving the hospital All approved amounts $0

First 20 days
21 thru 100th day All but $[133.50] a day Up to $[133.50] a day

|69
o

|69
o

101st day and after $0 $0 All costs

BLOOD

First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0

HOSPICE CARE

You must meet Medicare’s requirements,
including a doctor’s certification of terminal
illness

All but very limited co-payment Medicare co- $0
or coinsurance for out-patient | payment/coinsurance
drugs and inpatient respite calle

(continued)
*NOTICE: When your Medicare Part A hospital beitefire exhausted, the insurer stands in the pilkedicare and will pay whatever amount Medicaeild have
paid for up to an additional 365 days as providgethe policy’s “Core Benefits.” During this timeethospital is prohibited from billing you for thalance based on any
difference between its billed charges and the amblaticare would have paid.

Page 104



PLAN N

MEDICARE (PART B)—MEDICAL SERVICES—PER CALENDAR YER

*Once you have been billed $[135] of Medicare-appamounts for covered services (which are noiduam asterisk), your Part B deductible will

have been met for the calendar year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES—

IN OR OUT OF THE HOSPITAL
AND OUTPATIENT HOSPITAL
TREATMENT, such as Physician’s
services, inpatient and outpatient
medical and surgical services and
supplies, physical and speech therapy
diagnostic tests, durable medical
equipment,

First $[135 of Medicare Approved
Amounts*

Remainder of Medicare Approved
Amounts

$0

Generally 80%

$0

Balance, other than up to [$2

$[139] (Part B
deductible)

DUp to [$20] per office

per office visit and up to [$50]

visit and up to [$50] pef

per emergency room Vvisit.
The co-payment of up to [$50

emergency room Vvisit.
| The co-payment of up

is waived if the insured is
admitted to any hospital and

to [$50] is waived if the|
insured is admitted to

the emergency visit is covere

 any hospital and the

as a Medicare Part A expens

B emergency Visit is

covered as a Medicare
Part A expense

Part B Excess Charges $0 $0 All costs
(Above Medicare Approved Amounts)

BLOOD

First 3 pints $0 All Costs $0

Next $E66135 of Medicare Approved | $0 $0 $[135 (Part B
Amounts**** deductible)
Remainder of Medicare Approved 80% 20% $0
Amounts

CLINICAL LABORATORY

SERVICES—TESTS FOR

DIAGNOSTIC SERVICES 100% $0 $0

(Continued)
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PLAN N

PARTSA&B

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY*
HOME HEALTH CARE
MEDICARE APPROVED SERVICES
Medically necessary skilled care services arjd
medical supplies
—Durable medical equipment 100% $0 $0
—First $[135] of Medicare Approved $0 $0 $[135] (Part B deductible)
Amounts*
—Remainder of Medicare Approved Amoun'&O% 20% $0

OTHER BENEFITS - NOT COVERED BY MEDICARE

FOREIGN TRAVEL -- NOT COVERED BY
MEDICARE Medically necessary emergenc
care services beginning during the first 60
days of each trip outside the USA

First $250 each Calendar Year $0 $0 $250
Remainder of Charges $0 80% to a lifetime maximum beneffR0% and amounts over the
of $50,000 $50,000 lifetime maximum
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APPENDIX D
FORM FOR REPORTING MEDICARE SUPPLEMENT POLICIES

Company Name:

Address:

Phone Number:

Due: March 1, annually

The purpose of this form is to report the followingprmation on each resident of this state whoihdsrce more than one Medicare supplement
policy or certificate. The information is to beogped by individual policyholder.

Policy and Certificate # Datdsguance

Signature

Name and Title (Please Type)

Date
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APPENDIX E
[COMPANY NAME]
OUTLINE OF MEDICARE
SUPPLEMENT COVERAGE
AND PREMIUM INFORMATION
PREMIUM INFORMATION [Boldface Type]

We [insert issuer's name] can only raise your puemif we raise the premium for all policies likews in this State. [If the premium is based on the
increasing age of the insured, include informaspacifying when premiums will change.]

DISCLOSURES [Boldface Type]
Use this outline to compare benefits and premiumsnay policies.

This outline shows benefits and premiums of paodicield for effective dates on or after June 1, 20R6licies sold for effective dates prior to June
2010 have different benefits and premiums. Pland, B and J are no longer available for sale. §iparagraph shall not appear after June 1, 2011].

READ YOUR POLICY VERY CAREFULLY [Boldface Type]

This is only an outline, describing your policy'sshimportant features. The policy is your ins@enontract. You must read the policy itself to
understand all of the rights and duties of both god your insurance company.

RIGHT TO RETURN POLICY [Boldface Type]

If you find that you are not satisfied with yourligg, you may return it to [insert issuer's addfed§you send the policy back to us within thi80)
days after you receive it, we will treat the polayif it had never been issued and return albof ypayments.

POLICY REPLACEMENT [Boldface Type]

If you are replacing another health insurance gptio NOT cancel it until you have actually receiw@ur new policy and are sure you want to keep
it.

NOTICE [Boldface Type]
This policy may not fully cover all of your mediczbsts.
[for agents:]
Neither [insert company's name] nor its agentsamected with Medicare.
[for direct responses:]
[insert company's name] is not connected with Medic

This outline of coverage does not give all the itketef Medicare coverage. Contact your local SloSicurity Office or consuMedicare & You for
more details.

COMPLETE ANSWERSARE VERY IMPORTANT [Boldface Type]

When you fill out the application for the new pglibe sure to answer truthfully and completelygaléstions about your medical and health history.
The company may cancel your policy and refuse yogpg claims if you leave out or falsify importanedical information. [If the policy or

certificate is guaranteed issue, this paragrapt neeappear.]

Review the application carefully before you signBe certain that all information has been propegtorded.

[Include for each plan prominently identified iretbover page, a chart showing the services, Megljgayments, plan payments and insured
payments for each plan, using the same languagdee isame order, using uniform layout and formattemvn in the charts below. No more than four
plans may be shown on one chart. For purposdiistration, charts for each plan are incorporated this regulation by reference and annexed
hereto collectively as Appendix C, “Medicare Suppdat Benefits PlansA~thretgh—3RespeetiVeAn issuer may use additional benefit plan
designations on these charts pursuant to subsetdoof this rule.]

[Include an explanation of any innovative bendditsthe cover page and in the chart, in a mannewoapg by the-eemmissienr€ommissionet

[DRAFTING NOTE: The term "certificate" should betmstituted for the word "policy” throughout the ané of coverage where appropriate.]
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APPENDIX F
NOTICE TO APPLICANT REGARDING REPLACEMENT
OF MEDICARE SUPPLEMENT INSURANCE
OR MEDICARE ADVANTAGE
(Insurance company's name and address)
SAVE THIS NOTICE! IT MAY BE IMPORTANT TO YOU IN THEFUTURE.
According to [your application] [information you e furnished], you intend to terminate existing idede supplement or Medicare Advantage
insurance and replace it with a policy to be isdoefiCompany Name] Insurance Company. Your nevucpalill provide thirty (30) days within
which you may decide without cost whether you degirkeep the policy.
You should review this new coverage carefully. @ane it with all accident and sickness coveragenmu have. If after due consideration, you
find that purchase of this Medicare supplement cye is a wise decision, you should terminate yoesent Medicare supplement or Medicare
Advantage coverage. You should evaluate the nareatlier accident and sickness coverage you haterthy duplicate this policy.
STATEMENT TO APPLICANT BY ISSUER, AGENT [BROKER ORTHER REPRESENTATIVE]:
I have reviewed your current medical or health insoe coverage. To the best of my knowledge Migidicare supplement policy will not duplicate
your existing Medicare supplement or, if applicaiMedicare Advantage coverage because you inteteifonate your existing Medicare
supplement coverage or leave your Medicare Advanpéan. The replacement policy is being purchésethe following reason (check one):
Additional benefits
No change in benefits, but lower premiums.
Fewer benefits and lower premiums.

My plan has outpatient drug coverage and ¢aralling in Part D.

Disenrollment from a Mediacare Advantage plRlease explain reason for disenroliment. [opfiondy for Direct Mailers.]

Other. (please specify)

1. Note: If the issuer of the Medicare supplemetiicgdeing applied for does not, or is otherwisetpbited from imposing pre-existing
condition limitations, please skip to statemenelty. Health conditions which you may presentlyéhgoreexisting conditions) may not be
immediately or fully covered under the new polithis could result in denial or delay of a claim Bmnefits under the new policy, whereas a
similar claim might have been payable under yoesent policy.

2. State law provides that your replacement policgestificate may not contain new preexisting caiodis, waiting periods, elimination periods
or probationary periods. The insurer will waivey dime periods applicable to preexisting conditionaiting periods, elimination periods or
probationary periods in the new policy (or cove)dge similar benefits to the extent such time wpsnt (depleted) under the original policy.

3. If you still wish to terminate your present pgland replace it with new coverage, be certaimutthfully and completely answer all questions
on the application concerning your medical andthdaiktory. Failure to include all material medicdormation on an application may
provide a basis for the company to deny any futlaiens and to refund your premium as though youlicpdad never been in force. After
the application has been completed and before igouits review it carefully to be certain that aiformation has been properly recorded. [If
the policy or certificate is guaranteed issue, plisagraph need not appear.]

Do not cancel your present policy until you haveereed your new policy and are sure that you wakeep it.

(Signature of Agent, Broker or Other Representgtive

[Typed Name and Address of Issuer, Agent or Broker]

(Applicant's Signature)

(Date)
*Signature not required for direct response sales.
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APPENDIX G

DISCLOSURE STATEMENTS
Instructions for Use of the Disclosur e Statements for

Health Insurance Policies Sold to M edicar e Beneficiaries
that Duplicate M edicare

Section 1882(d) of the federal Social Security [A2U.S.C. 1395ss], prohibits the sale of a heiaisurance policy (the term policy or policies
includes certificates) to Medicare beneficiarieat huplicate Medicare benefits unless it will p@néfits without regard to a beneficiary’s other
health coverage and it includes the prescribedatisee statement on or together with the applicafio the policy.

All types of health insurance policies that dogie Medicare shall include one of the attachedalisre statements, according to the particular
policy type involved, on the application or togetiéth the application. The disclosure statemeaymot vary from the attached statements in
terms of language or format (type size, type projpoal spacing, bold character, line spacing, asaye of boxes around text).

State and federal law prohibits insurers frorirgel Medicare supplement policy to a person #haady has a Medicare supplement policy
except as a replacement policy.

Property/casualty and life insurance policiesrareconsidered health insurance.
Disability income policies are not consideregbtovide benefits that duplicate Medicare.

Long-term care insurance policies that coordimatie Medicare and other health insurance are onsiclered to provide benefits that duplicate
Medicare.

The federal law does not preempt state lawsaltgaiore stringent than the federal requirements.
The federal law does not preempt existing stata filing requirements.
Section 1882 of the federal Social Security was amended in Subsection (d)(3)(A) to allow foermlative disclosure statements. The

disclosure statements already in Appendix G rem@iarriers may use either disclosure statementthvétrequisite insurance product.
However, carriers should use either the originatidisure statements or the alternative disclogatersents and not use both simultaneously.
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[Original disclosure statement for policies thatyide benefits for expenses incurred for an accalénjury only]

THISINSURANCE DUPLICATES SOME MEDICARE BENEFITS

IMPORTANT NOTICE TO PERSONS ON MEDICARE ||

Thisisnot M edicar e Supplement I nsurance

This insurance provides limited benefits, if youetthe policy conditions, for hospital or medicgpenses that result from accidental injury. ltsloe
not pay your Medicare deductibles or coinsuranckigmot a substitute for Medicare Supplement iasce.

Thisinsurance duplicates M edicar e benefitswhen it pays:

® hospital or medical expenses up to the maximunedtatthe policy

M edicare generally paysfor most or all of these expenses.

M edicar e pays extensive benefits for medically necessary servicesregardless of the reason you need them. Theseinclude:
hospitalization

physician services

[outpatient prescription drugs if you are enrolied/edicare Part D]
other approved items and services

Before you Buy This Insurance ||

Check the coverage ail health insurance policies you already have.

For more information about Medicare and Medicarpfment insurance, review the Guide to Healthrzsce for People with Medicare,
available from the insurance company.

For help in understanding your health insurancatam your state insurance department or statdtffiéasurance [assistance] program [SHIP].

AN
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[Original disclosure statement for policies thatyide benefits for specified limited services]

THISINSURANCE DUPLICATES SOME MEDICARE BENEFITS

IMPORTANT NOTICE TO PERSONS ON MEDICARE ||

Thisisnot M edicar e Supplement I nsurance

This insurance provides limited benefits, if youetthe policy conditions, for expenses relatingh specific services listed in the policy. It doe
not pay your Medicare deductibles or coinsuranckigmot a substitute for Medicare Supplement iasce.

Thisinsurance duplicates M edicar e benefits when:

® any of the services covered by the policy are ets@red by Medicare

M edicar e pays extensive benefits for medically necessary servicesregardless of the reason you need them. Theseinclude:
hospitalization

physician services

[outpatient prescription drugs if you are enrolied/edicare Part D]
other approved items and services

Before you Buy This Insurance ||

Check the coverage ail health insurance policies you already have.

For more information about Medicare and Medicarpfment insurance, review the Guide to Healthrzsce for People with Medicare,
available from the insurance company.

For help in understanding your health insurancaetam your state insurance department or statdtffiéasurance [assistance] program [SHIP].

AN
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[Original disclosure statement for policies thateurse expenses incurred for specified disease@her specified impairment(s). This includes
expense incurred cancer, specified disease andtypies of health insurance policies that limitmbursement to named medical conditions.]

IMPORTANT NOTICE TO PERSONS ON MEDICARE
THISINSURANCE DUPLICATES SOME MEDICARE BENEFITS

Thisisnot M edicar e Supplement I nsurance
This insurance provides limited benefits, if youetthe policy conditions, for hospital or medicapenses only when you are treated for one of the
specific diseases or health conditions listed enghlicy. It does not pay your Medicare deducslide coinsurance and is not a substitute for
Medicare Supplement insurance.
Thisinsurance duplicates M edicar e benefitswhen it pays:
® hospital or medical expenses up to the maximunedtatthe policy

M edicare generally paysfor most or all of these expenses.

M edicar e pays extensive benefits for medically necessary servicesregardless of the reason you need them. Theseinclude:

® hospitalization
® physician services
® hospice
® [outpatient prescription drugs if you are enroliededicare Part D]
® other approved items and services
Beforeyou Buy ThisInsurance ||
v/ Check the coverage ail health insurance policies you already have.
v/ For more information about Medicare and Medicarpd@ment insurance, review the Guide to Healthrasce for People with Medicare,

available from the insurance company.
For help in understanding your health insurancaetam your state insurance department or statdtffiéasurance [assistance] program [SHIP].
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[Original disclosure statement for policies thay figed dollar amounts for specified diseases depspecified impairments. This includes cancer,
specified disease and other health insurance psltbiat pay a scheduled benefit or specific paymased on diagnosis of the conditions named in
the policy.]

IMPORTANT NOTICE TO PERSONS ON MEDICARE
THISINSURANCE DUPLICATES SOME MEDICARE BENEFITS

Thisisnot M edicar e Supplement I nsurance

This insurance pays a fixed amount, regardlesswof gxpenses, if you meet the policy conditionsofee of the specific diseases or health conditions
named in the policy. It does not pay your Mediaeductibles or coinsurance and is not a substitut®edicare Supplement insurance.

Thisinsurance duplicates M edicar e benefits because M edicar e generally pays for most of the expensesfor the diagnosis and treatment of the
specific conditions or diagnoses named in the policy.

M edicar e pays extensive benefits for medically necessary servicesregardless of the reason you need them. Theseinclude:

® hospitalization
® physician services
® hospice
® [outpatient prescription drugs if you are enroliededicare Part D]
® other approved items and services
Before you Buy This Insurance ||
v/ Check the coverage ail health insurance policies you already have.
v/ For more information about Medicare and Medicarpd@ment insurance, review the Guide to Healthrausce for People with Medicare,

available from the insurance company.
For help in understanding your health insurancatam your state insurance department or statdtffiéasurance [assistance] program [SHIP].
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[Original disclosure statement for indemnity paeiand other policies that pay a fixed dollar amigen day, excluding long-term care policies.]

THISINSURANCE DUPLICATES SOME MEDICARE BENEFITS

IMPORTANT NOTICE TO PERSONS ON MEDICARE ||

Thisisnot M edicare Supplement I nsurance

This insurance pays a fixed dollar amount, regasdt# your expenses, for each day you meet theypodinditions. It does not pay your Medicare
deductibles or coinsurance and is not a substitut®ledicare Supplement insurance.

Thisinsurance duplicates M edicar e benefits when:
® any expenses or services covered by the policglacecovered by Medicare
M edicare generally paysfor most or all of these expenses.

M edicar e pays extensive benefits for medically necessary servicesregardless of the reason you need them. Theseinclude:

® hospitalization
® physician services
® [outpatient prescription drugs if you are enroliededicare Part D]
® hospice
® other approved items and services
Before you Buy This Insurance ||
v/ Check the coverage ail health insurance policies you already have.
v/ For more information about Medicare and Medicarpd@ment insurance, review the Guide to Healthrausce for People with Medicare,

available from the insurance company.
For help in understanding your health insurancatam your state insurance department or statdtffiéasurance [assistance] program [SHIP].
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[Original disclosure statement for policies thadypde benefits for both expenses incurred and firdeémnity basis]

THISINSURANCE DUPLICATES SOME MEDICARE BENEFITS

IMPORTANT NOTICE TO PERSONS ON MEDICARE ||

Thisisnot M edicar e Supplement I nsurance
This insurance pays limited reimbursement for esperif you meet the conditions listed in the politiyalso pays a fixed amount, regardless of your
expenses, if you meet other policy conditionsdolés not pay your Medicare deductibles or coinsigamd is not a substitute for Medicare
Supplement insurance.

Thisinsurance duplicates M edicar e benefits when:

® any expenses or services covered by the policglacecovered by Medicare; or
e it pays the fixed dollar amount stated in the poiad Medicare covers the same event

M edicare generally paysfor most or all of these expenses.

M edicar e pays extensive benefits for medically necessary servicesregardless of the reason you need them. Theseinclude:

® hospitalization
® physician services
® hospice
® [outpatient prescription drugs if you are enroliededicare Part D]
® other approved items and services
Beforeyou Buy ThisInsurance ||
v/ Check the coverage ail health insurance policies you already have.
v/ For more information about Medicare and Medicarpd@ment insurance, review the Guide to Healthrasce for People with Medicare,

available from the insurance company.
For help in understanding your health insurancaetam your state insurance department or statdtffiéasurance [assistance] program [SHIP].
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[Original disclosure statement for other healthunasice policies not specifically identified in theevious statements]

THISINSURANCE DUPLICATES SOME MEDICARE BENEFITS

IMPORTANT NOTICE TO PERSONS ON MEDICARE ||

Thisisnot M edicar e Supplement I nsurance

This insurance provides limited benefits if you tie conditions listed in the policy. It doest pay your Medicare deductibles or coinsurance and
is not a substitute for Medicare Supplement instean

This insurance duplicates Medicare benefits wheays:
® the benefits stated in the policy and coveragéhfersame event is provided by Medicare
M edicare generally paysfor most or all of these expenses.

M edicar e pays extensive benefits for medically necessary servicesregardless of the reason you need them. Theseinclude:

® hospitalization
® physician services
® hospice
® [outpatient prescription drugs if you are enroliededicare Part D]
® other approved items and services
Before you Buy This Insurance ||
v/ Check the coverage ail health insurance policies you already have.
v/ For more information about Medicare and Medicarpd@ment insurance, review the Guide to Healthrausce for People with Medicare,

available from the insurance company.
For help in understanding your health insurancatam your state insurance department or statdtffiéasurance [assistance] program [SHIP].
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[Alternative disclosure statement for policies thedvide benefits for specified limited services.]

THISISNOT MEDICARE SUPPLEMENT INSURANCE

IMPORTANT NOTICE TO PERSONS ON MEDICARE ||

Some health care services paid for by M edicare may also trigger the payment of benefits from this policy.

This insurance provides limited benefits, if youetthe policy conditions, for expenses relatingh® specific services listed in the policy. It doe
not pay your Medicare deductibles or coinsuranckigmot a substitute for Medicare Supplement iasce.

M edicar e pays extensive benefits for medically necessary servicesregardless of the reason you need them. Theseinclude:

hospitalization

physician services

[outpatient prescription drugs if you are enrolied/edicare Part D]
other approved items and services

Thispolicy must pay benefitswithout regard to other health benefit coverage to which you may be entitled under M edicare or other insurance.

Before you Buy ThisInsurance ||

v Check the coverage all health insurance policies you already have.

v For more information about Medicare and Medicarp@@ment insurance, review the Guide to Healthrasce for People with Medicare,
available from the insurance company.

v For help in understanding your health insurancetaai your state insurance department or statdtffjéasurance [assistance] program [SHIP].
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[Alternative disclosure statement for policies thedvide benefits for expenses incurred for andmtial injury only.]

IMPORTANT NOTICE TO PERSONS ON MEDICARE
THISISNOT MEDICARE SUPPLEMENT INSURANCE

Some health care services paid for by M edicare may also trigger the payment of benefits from this palicy.

This insurance provides limited benefits, if youatnthe policy conditions, for expenses relatinghi specific services listed in the policy. It doe
not pay your Medicare deductibles or coinsuranckiamot a substitute for Medicare Supplement iaisce.

M edicar e pays extensive benefits for medically necessary servicesregardless of the reason you need them. Theseinclude:
hospitalization

physician services
[outpatient prescription drugs if you are enroliedMedicare Part D]

other approved items and services

Thispolicy must pay benefitswithout regard to other health benefit coverage to which you may be entitled under M edicare or other insurance.

Before you Buy ThisInsurance ||

v Check the coverage all health insurance policies you already have.

v For more information about Medicare and Medicarp@@ment insurance, review the Guide to Healthrasce for People with Medicare,
available from the insurance company.

v For help in understanding your health insurancetaai your state insurance department or statdtffjéasurance [assistance] program [SHIP].
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[Alternative disclosure statement for policies thatburse expenses incurred for specified diseasether specified impairments. This includes
expense-incurred cancer, specified disease and tyfies of health insurance policies that limitmbursement to named medical conditions.]

IMPORTANT NOTICE TO PERSONS ON MEDICARE
THISISNOT MEDICARE SUPPLEMENT INSURANCE

Some health care services paid for by M edicare may also trigger the payment of benefits from thispolicy. M edicare generally paysfor most of
these expenses.

This insurance provides limited benefits, if youatthe policy conditions, for hospital or medicapenses only when you are treated for one of the
specific diseases or health conditions listed ephlicy. It does not pay your Medicare deducthie coinsurance and is not a substitute for
Medicare Supplement insurance.

M edicare generally paysfor most or all of these expenses.

M edicar e pays extensive benefits for medically necessary servicesregardless of the reason you need them. Theseinclude:
hospitalization

physician services

hospice
[outpatient prescription drugs if you are enroliedMedicare Part D]

other approved items and services

Thispolicy must pay benefitswithout regard to other health benefit coverage to which you may be entitled under M edicare or other insurance.

Before you Buy ThisInsurance ||

v Check the coverage @il health insurance policies you already have.

v For more information about Medicare and Medicarp@@ment insurance, review the Guide to Healthrasce for People with Medicare,
available from the insurance company.

v For help in understanding your health insurancetaai your state insurance department or statdtffjéasurance [assistance] program [SHIP].

Page 120



[Alternative disclosure statement for policies thay fixed dollar amounts for specified diseasestber specified impairments. This includes cancer
specified disease, and other health insuranceipslibat pay a scheduled benefit or specific payinased on diagnosis of the conditions named in
the policy.]

IMPORTANT NOTICE TO PERSONS ON MEDICARE
THISISNOT MEDICARE SUPPLEMENT INSURANCE

Some health care services paid for by M edicare may also trigger the payment of benefits from this palicy.

This insurance provides a fixed amount, regarddégsur expenses, if you meet the policy conditidos one of the specific diseases or health
conditions named in the policy. It does not paynfdedicare deductibles or coinsurance and is rsothatitute for Medicare Supplement insurance.

M edicar e pays extensive benefits for medically necessary servicesregardless of the reason you need them. Theseinclude:

hospitalization

physician services

hospice

[outpatient prescription drugs if you are enroliedMedicare Part D]

other approved items and services

Thispolicy must pay benefitswithout regard to other health benefit coverage to which you may be entitled under M edicare or other insurance.

Before you Buy ThisInsurance ||

v Check the coverage @il health insurance policies you already have.

v For more information about Medicare and Medicarp@@ment insurance, review the Guide to Healthrasce for People with Medicare,
available from the insurance company.

v For help in understanding your health insurancetaai your state insurance department or statdtffjéasurance [assistance] program [SHIP].
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[Alternative disclosure statement for indemnityipiels and other policies that pay a fixed dollaoant per day, excluding long-term care policies.]

IMPORTANT NOTICE TO PERSONS ON MEDICARE
THISISNOT MEDICARE SUPPLEMENT INSURANCE

Some health care services paid for by M edicare may also trigger the payment of benefits from this palicy.

This insurance pays a fixed dollar amount, regasdtd your expenses, for each day you meet theypodinditions. It does not pay your Medicare
deductibles or coinsurance and is not a substitut®ledicare Supplement insurance.

M edicare generally paysfor most or all of these expenses.

M edicar e pays extensive benefits for medically necessary servicesregardless of the reason you need them. Theseinclude:
hospitalization

physician services

hospice
[outpatient prescription drugs if you are enroliedMedicare Part D]

other approved items and services

Thispolicy must pay benefitswithout regard to other health benefit coverage to which you may be entitled under M edicare or other insurance.

Before you Buy ThisInsurance ||

v Check the coverage @il health insurance policies you already have.

v For more information about Medicare and Medicarp@@ment insurance, review the Guide to Healthrasce for People with Medicare,
available from the insurance company.

v For help in understanding your health insurancetaai your state insurance department or statdtffjéasurance [assistance] program [SHIP].
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[Alternative disclosure statement for policies thedvide benefits upon both an expense-incurredfiaad indemnity basis.]

IMPORTANT NOTICE TO PERSONS ON MEDICARE
THISISNOT MEDICARE SUPPLEMENT INSURANCE

Some health care services paid for by M edicare may also trigger the payment of benefits from this palicy.

This insurance provides limited reimbursement fgremses if you meet the policy conditions listethia policy. It also pays a fixed amount,
regardless of your expenses, if your meet othaécyaobnditions. It does not pay your Medicare dgilies or coinsurance and is not a substitute for
Medicare Supplement insurance.

M edicare generally paysfor most or all of these expenses.

M edicar e pays extensive benefits for medically necessary servicesregardless of the reason you need them. Theseinclude:
hospitalization

physician services

hospice
[outpatient prescription drugs if you are enroliedMedicare Part D]

other approved items and services

Thispolicy must pay benefitswithout regard to other health benefit coverage to which you may be entitled under M edicare or other insurance.

Before you Buy ThisInsurance ||

v Check the coverage all health insurance policies you already have.

v For more information about Medicare and Medicarp@@ment insurance, review the Guide to Healthrasce for People with Medicare,
available from the insurance company.

v For help in understanding your health insurancetaai your state insurance department or statdtffjéasurance [assistance] program [SHIP].

Page 123



[Alternative disclosure statement for other healurance policies not specifically identified hretpreceding statements.]

IMPORTANT NOTICE TO PERSONS ON MEDICARE
THISISNOT MEDICARE SUPPLEMENT INSURANCE

Some health care services paid for by M edicare may also trigger the payment of benefits from this palicy.

This insurance provides limited benefits if you tbe conditions listed in the policy. It does paty your Medicare deductibles or coinsurance and
is not a substitute for Medicare Supplement instean

M edicare generally paysfor most or all of these expenses.

M edicar e pays extensive benefits for medically necessary servicesregardless of the reason you need them. Theseinclude:
hospitalization

physician services

hospice
[outpatient prescription drugs if you are enroliedMedicare Part D]

other approved items and services

Thispolicy must pay benefitswithout regard to other health benefit coverage to which you may be entitled under M edicare or other insurance.

Before you Buy ThisInsurance ||

v Check the coverage @il health insurance policies you already have.

v For more information about Medicare and Medicarp@@ment insurance, review the Guide to Healthrasce for People with Medicare,
available from the insurance company.

v For help in understanding your health insurancetaai your state insurance department or statdtffjéasurance [assistance] program [SHIP].
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